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Watch for... 


these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Ante-partum Fetal Hemorrhage—A Danger to 
Infant and Mother. GEORGE S. ALLEN, 
M.D. Anemia at birth may be related to ante- 
partum hemorrhage as described in this article. 


The Regional Anatomy of the Inguinal Canal. 
Louis L. BERGMANN, M.D. A timely study of 
the inguinal area, written for the clinician. In- 
cluded is a discussion of the anatomic varia- 
tions most commonly encountered. 


The Practitioner and Meningitis in Childhood. 
JAMES L. DENNIS, M.D. Dr. Dennis gives 
practical pointers on reducing mortality by 
early diagnosis, rapid identification of the 
cause and the proper therapy. 


The Management of Acute Renal Failure in 

Obstetrics and Gynecology. Howarp J. 
TATUM, M.D. and ALVARO CUADROS, M.D. 
Proper management of acute renal failure in the 
obstetric or gynecologic patient will save lives. 
The procedures used and the rationale are 
described in this article. 


The Treatment of Psoriasis. ASHTON L. WELSH, 
M.D. This is a comprehensive review of the 
therapy suggested for psoriasis with frank com- 
ments by the author and a detailed description 
of the author’s own method of treatment. 


The Use of Therapeutic Aerosols. MAURICE S. 
SEGAL, M.D. The bronchodilator aerosols de- 
scribed in this article for the relief of broncho- 
spasm are very useful therapeutic agents. 


Chickenpox Pneumonia. ARTHUR R. CRAMPTON, 
M.D., MARTIN H. SEIFERT, M.D. AND H. C. 
BURKHEAD, M.D. Varicella virus invasion of 
the lower respiratory tract is seen almost exclu- 
sively in young adults. This complication of 
chickenpox, although still rare, seems to be in- 
creasing in frequency as more adults are develop- 
ing the disease. 
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Publisher’s Memo 








ALL BUSINESSES apparently have their ups and 
downs, their feasts and famines. The publishing 
business is certainly no exception. 

About two years ago, the GP editorial staff was 
panicky. Our backlog of scientific articles dropped 
far below the danger point (a three-month backlog 
is considered ideal). However, thanks to a dedicated 
effort on the part of all concerned, we managed to 
survive without sacrificing even a tiny morsel of 
GP’s characteristic quality. In a few months, we 
were out of the woods. 

To avcid any future emergency, Medical Editor 
Arthur C. DeGraff launched an all-out campaign, an 
effort, if you will, to corner the quality copy market. 
This takes time but we expected an appreciable 
dividend. 

We got it—and then some. Today, GP finds itself 
at the other end of the string. We have at least a 12- 
month backlog of top-notch scientific articles. 
Apparently too many physician-authors heeded our 
“urgent”’ plea. 

GP still stands behind its policy of assigning arti- 
cles to men and women who have an obvious grasp 
of the subject matter plus an ability to translate 
knowledge into written words. More than 85 per 
cent of our scientific articles are written ‘‘on assign- 
ment.”’ As a result, we don’t get many unsolicited 
articles and we will continue to give a top priority 
to any article written on assignment. 

Our backlog is a problem—one we want to freely 
acknowledge. We also want to assure the many 
doctors who have written articles on assignment 
that we will (1) publish them as soon as possible and 
(2) give each author a chance to incorporate up-to- 
date facts and information. We will not run an 
article that’s two years old just because it was cur- 
rent when it came in. 

This up-dating policy will be expensive. Parts of 
many articles will be almost completely rewritten. 
We will, however, have the satisfaction of knowing 
that GP articles are timely and of day-to-day value 
to our readers. 

We don’t often dedicate a Publisher’s Memo 
but this time we’ll make an exception. This one is 
dedicated, with appreciation and gratitude, to the 
author whose article is not in this issue. —M.F.C. 





10:00 A.M. 
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“SIGNIFICANT EVENTS 


i Murphy Is New 
_ President-elect 


Opposes Viewpoint 
of Surgeons’ Group 


> The Academy's policy—making Congress of Delegates, meetin 
in Miami Beach last month, deplored Gestapo—like tactics 


used by the FDA, blasted an antifamily doctor editorial 


published in the "Journal AMA," raised the annual dues $5 
and unanimously handed the president-elect assignment to 
former Board Chairman James D. Murphy, Fort Worth, Tex. 
More than 2,700 physicians were among the 6,205 persons who 
registered for the 1961 Scientific Assembly. 

The Academy's new vice president is Dr. Paul S. Read, 
Omaha, Neb., past chairman of the Commission on Legislation 
and Public Policy. Speaker Carroll L. Witten, Louisville, 
Ky., and Vice Speaker Lewis W. Cellio, Columbus, Ohio, were 
re-elected by acclamation. 

Board posts went to Drs. Amos N. Johnson, Garland, N.C., 
Herman E. Drill, Hopkins, Minn., and Leland S. Evans, Las 
Cruces, N.M. The Board met prior to and immediately after 
the Assembly. 


At_ impressive Wednesday night inauguration ceremonies, Dr. 


John G. Walsh, Sacramento, Calif., handed the AAGP gavel to 
Dr. Floyd C. Bratt, Rochester, N.Y., the new Academy presi- 
dent. Dr. Bratt was elected at the 1960 Philadelphia 


meeting. 


> Strongly hinting that the American College of Surgeons 
isn't entitled to amend medicine's code of ethics, the 
delegates declared that a referring physician may properly 
and with good reason serve as a surgical assistant. The ACS 


has stated that such a practice is unethical. The delegates 
countered by declaring that it is often "in the best inter- 
ests of the patient." 

In another key action, the Congress made it clear that 


any acceptable two-year general practice residency must 


include training in surgery and obstetrics. Strong endorse-— 


ment also went to the establishment of medical school 
general practice departments. 


Two days after the delegates’ session, the AAGP Foundation 
voted an annual grant of $10,000 for five years to the first 


hospital establishing a two-year family practice training 
program meeting Academy standards. At its annual meeting, 
the Foundation trustees re-elected President Malcom E. 
Phelps, El Reno, Okla., Vice President Charles C. Cooper, 
St. Paul, Minn., and Secretary—Treasurer Mac F. Cahal. 



























































‘ 
i 
' 
i 
‘ 
‘ 
' 
! 
i 
‘ 
' 
' 
‘ 
{ 


Executive Director’s 
Newsletter 


Board Elects 
Michaelson 


Two States OK 
Corporate Practice 


Keogh Says His 
Bil Will Pass 





> At its organization meeting following the Assembly, the 


Board of Directors elected Dr. Julius Michaelson, Foley, 
Ala., chairman. The Board also appointed the chairmen of the 


four commissions: Membership and Credentials, Dr. Donald H. 
Kast, Des Moines, Iowa; Legislation and Public Policy, 

Dr. Walter W. Sackett, Jr., Miami, Fla.; Hospitals, 

Dr. John O. Milligan, Seattle, Wash., and Education, 

Dr. Amos N. Johnson. 


> An important tax news item, regarding the corporate prac- 
tice of medicine, has gone almost unnoticed in the hurly- 


burly of the "first 100 days." The item: Two states, South 
Dakota and Arkansas, have passed laws giving a green light 


to the corporate practice of medicine and dentistry. 
Doctors in these two states can now form a corporation, 
practice as actice as employees and partic and participate in pension, profit 


sharing, wage continuation and other benefit plans. They 
also get the capital gains advantage of lump-sum distribu- 


tion, the $5,000 death benefit exclusion, estate and gift 
tax exemptions, a $100 sick—pay exclusion and other tax 
advantages. 


One other point: If the corporation does not have more 
than 10 stockholders, it can elect to be taxed as a partner- 


ship, thus gaining employee—benefit advantages without pay- 
ing corporate taxes. In Arkansas, two doctors may form a 


corporation; in South Dakota, three or more. 
Other states, Connecticut, Georgia, Indiana, Iowa and 


Minnesota have similar bills brewing. All seem to stem from 
the now-famous Kintner case. 


A word of caution: The laws in no way alter the physician- 
patient relationship and thus do not change the doctors' 


professional liability status. Further developments will 
be reported here. 














> Meanwhile, Representative Eugene Keogh, perennial author 
of a bill that would let self-employed persons establish 
tax—deferred retirement income funds, recently predicted 
that this year Congress will pass the bill and President 


Kennedy will sign it into law. Last year, after sweeping 
through the House almost unopposed, it was approved by the 


Senate Finance Committee but died in the adjournment 
stampede. —M.F.C. 























Doctors’ incomes have slumped in many areas of 
high unemployment. One Cleveland M.D. re- 
ports a 25 per cent drop in patients and income; 
a New England doctor, a 20 per cent decrease. 
House calls are down in many areas. Persistent 
unemployment is causing many workers to lose 
insurance coverage, but many idle workers (who 
are still covered) are using the free time to have 
old ailments corrected, giving some physicians an 
increase in elective surgery cases. 


A Swiss manufacturer 
has come to the aid of 
heavy smokers who 
can’t cut down. A new 
cigarette case called 
“‘Memo Smoke,” which 
has a built-in timing de- 
vice and lock is now on 
the market. The timer 
is adjusted so that the 
lid opens only at fixed 
intervals (from 10 min- 
utes to two hours). Sell- 
ing price: $10.00. 





The bulk of routine office care of children should 
be transferred to general practitioners, with 
pediatricians confining their functions to the 
relatively few who require the services of a 
trained specialist, the editor of Pediatrics urges. 
Dr. Charles May told a Washington, D.C. 
symposium that “‘no attempt should be made to 
bring every child under the supervision of a 
specialist.”’ 


Krebiozen, the “cancer cure” is in the news again. 
The Department of Internal Revenue has noti- 
fied the Krebiozen Foundation that it is tax 
exempt under federal regulations for such or- 
ganizations. Therefore, contributions and gifts 
made to the foundation may be deducted from 
the income tax return of the donors. 
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The Defense Department has called for a draft of 
doctors, the first since 1957. Reason: 250 are 
needed immediately to serve in the Air Force as 
not enough interns have volunteered for active 
duty beginning July of this year. 


Withholding taxes on dividend and interest pay- 
ments are expected to be recommended by the 
President. An Internal Revenue Service survey 
of 1959 personal income tax returns showed that 
substantial amounts of dividend and interest 
payments were unreported. 


Chrysler Corporation will be next to get ‘‘one- 
up” on its competitors in selling safety. The 
company plans to offer seat belts at cost to its 
dealers, recommending they do the same for the 
customer, charging only for installation. Ford, 
however, may top this by making seat belts 
standard “‘no-cost’’ equipment. 


Further oral vaccine news: The Sabin vaccine may 
be sold overseas before it is marketed here. 
Pfizer says it is moving toward sales in Britain 
and Japan, and although it has applied for a 
license to sell the product in this country, it may 
not be available until late this year or 1962. 


President Kennedy’s 
Peace Corps may get 
young physicians. Re- 
tiring Navy Surgeon 
General Hogan suggests 
that recent medical 
school graduates should 
be permitted to serve 
their internships in the 
new African nations. 
He also believes the 
young doctors could dis- 
charge their military 
obligations by corps 
service. 
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For families who can’t 
agree on what TV pro- 
gram to watch, De- 
Forest has come out 
with a combination hi- 
fi, FM radio and multi- 
TV set with three view- 
ing screens in front. 
Each viewer has his 
own earphones and re- 
mote controls. Price: 
$1,000. 








A recent tax court decision opens the way for a 
taxpayer to take deductions for the use of his 
home as an office, even if he has another place of 
business. The court decided that a lawyer who 
used two rooms of his home as his office and de- 
ducted a part of the cost of heat, lights and tele- 
phone and a handyman’s salary was within the 
law calling these business expenses. 


Three more House members are cosponsoring the 
Keogh bill (retirement plan for self-employed). 
Nineteen House Republicans and Democrats are 
now on this bill, and the list is growing. However, 
the Ways and Means Committee is still waiting 
on Treasury Department comments and recom- 
mendations before taking action. 


Newest gimmick for the 
sound sleeper: An un- 
usual alarm clock that 
wakes you up with light 
instead of noise. Made 
by Westclox to sell for 
$11.95, the clock works 
by flashing a strong 
beam of light at rapid 
intervals. Added safety 
measure: An emergency 
buzzer goes off five min- 
utes later. 
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Note to credit card holders: Check on your con- 
tractual liability acquired when you signed the 
application and guard the card carefully. In 
dealing with a case of a lost card, a court ruled 
the holder had to pay bills run up by an un- 
authorized user because the company had not 
been informed of the loss of the card. 


Both Ford and GM are 
planning on coming out 
with new compact cars 
in the coming model 
year. The two Ford 
products will be larger 
than the Faleon and 
Comet, but smaller than 
the standard Ford and 
Mercury. Chevrolet’s 
planned model will also 
be smaller than the 
standard car, larger 
than the Corvair. Next 
spring, Ford is also 
planning to bring out a 
“sub-compact,’’ the first 
front-wheel drive car 
built by a U.S. maker 
since the ’30’s. 














Union Carbide is making a medicine bottle cap 
designed to prevent accidental poisoning. The 
cap can be twisted freely but won’t come off 
until it is pushed down. Drug manufacturers 
hope this new product will reduce the number of 
poisoning deaths among children (last year’s 
total: 1,400). 





The net asset value per share of the mutual fund in 
the AAGP Group Retirement Plan was $5.82 at 
the close of the business day, April 17. 

















HOW CAN THE FULL POTENTIAL 
OF ORAL THERAPY BE REALIZED? 








Diabinese’ 


BRAND OF CHLORPROPAMIDE 


the oral antidiabetic 
most likely to succeed 


The superior effectiveness of chlorpropamide (DIABINESE) 
is indicated not only by its success in patients in whom 
tolbutamide has failed,*’ but also by its ability to maintain 
effective control even when carbohydrate intake is increased 
because of a more liberal diet? Underscoring this superiority 
in oral therapy, Hamwi and Skillman‘ observe that in dia- 
betics suitable for sulfonylurea therapy, DIABINESE, “with 
its more constant blood levels and slower degradation would 
appear to be the choice in patients predictably less likely to 
respond because of a clinically more severe state of diabetes.” 


ae 
D., and Oakley, W.: Lancet 2:752, 1959. 3. Bléch, J., and Lenhardt, A.: Ann. New York Acad. Se. 74:954, 1959. 
4. Hamwi, G. J., and Skillman, T. G.: Postgrad. Med. 27:687, 1960. 


FOR MAXIMAL ASSURANCE OF CONTINUOUS BLOOD- 
SUGAR CONTROL WITH ORAL THERAPY— DIABINESE 


Volume XXIII, Number 5 
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Alabama. President: Winston A. Edwards, M.D., Hill St., 
Wetumpka; Executive Secretary: Mrs. Mary W. 
McMaster, 19 S. Jackson St., Montgomery. (Annual 
meeting: July 13, 1961) 

Alaska. President: Joseph Bell Deisher, M.D., Box 247, 
Seward; Secretary: J. William Gibson, M.D., 188 S. 
Franklin, Juneau. (Annual meeting: Information not 
yet received) 

Arizona. President: Arthur V. Dudley, Jr., M.D., 1524 N. 
Norton, Tucson; Secretary: Richard O. Flynn, M.D., 26 
E. 8th St., Tempe. (Annual meeting: October, 1961) 


Arkansas. President: Louie A. Whittaker, M.D., 621 S. 
21st St., Ft. Smith; Secretary-Treasurer: Thomas D. 
Honeycutt, M.D., 509 Cross St., Little Rock; Executive 
Secretary: Mrs. Sue S. Honeycutt, 509 Cross St., Little 
Rock. (Annual meeting: October 11-12, 1961) 


California. President: Clarence T. Halburg, M.D., Box 
320, Redlands; Secretary: J. Blair Pace, M.D., 408 
Cassidy St., Oceanside; Executive Secretary: Mr. William 
W. Rogers, 461 Market St., San Francisco. (Annual 
meeting: October 15, 1961) 

Colorado. President: Dale C. Hathaway, M.D., 1840 Wads- 
worth Ave., Lakewood; Executive Secretary: Kenneth 
H. Beebe, M.D., 101 S. Division Ave., Sterling. (Annual 
meeting: November 16-18, 1961) 


Connecticut. President: Harold D. Von Glahn, m.p., Ferry 
Rd., Old Lyme; Secretary: James J. Murphy, M.D., 147 
Main St., Danbury; Executive Director: Mr. Lee Isen- 
berg, 179 Allyn St., Hartford. (Annual meeting: Novem- 
ber, 1961) 


Delaware. President: Joseph J. Davolos, M.D., 1801 Penn- 
sylvania Ave., Wilmington; Secretary: Frank W. Baker, 
Jr., M.D., 207 S. Maryland Ave., Wilmington; Executive 
Secretary: Mr. Lawrence Morris, Jr., 1925 Lovering 
Ave., Wilmington. (Annual meeting: Dec. 1, 1961) 


District of Columbia. President: Beveridge Miller, m.D., 
1028 Connecticut Ave., N.W., Washington; Secretary: 
William Robert Perkins, M.D., 1463 Rhode Island Ave., 
N.W., Washington; Executive Secretary: Mr. H. James 
Carter, 3315 Brooklawn Terr., Chevy Chase, Md. 
(Annual meeting: October, 1961) 

Florida. Acting President: W. E. Manry, Jr., M.D., 417 
11th St., Lake Wales; Executive Secretary: Mr. Mar- 
shall D. Brainard, 1453 Louisa St., Jacksonville. (Annual 
meeting: Information not yet received) 

Georgia. President: Joseph B. Mercer, M.D., 1514 Union 
St., Brunswick; Secretary-Treasurer: Malcolm F. Sim- 
mons, M.D., 380 W. Ponce de Leon Ave., Decatur; 
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State Chapter 
Presidents and Secretaries 


Executive Secretary: Mr. Milton D. Krueger, 938 
Peachtree St., N.E., Atlanta. (Annual meeting: October, 
1961) 


Hawaii. President: J. I. Frederick Reppun, M.D., 45-461 
Pua Inia, Kanoehe, Oahu; Secretary-Treasurer: David 
Koon Lee Pang, M.D., 1741 Nuuanu Ave., Honolulu; 
Executive Secretary: Mr. R. M. Kennedy, 510 S. 
Beretania St., Honolulu. (Annual meeting: May, 1961) 


- Idaho. President: John T. Brunn, M.D., 123 E. Idaho, 


Meridian; Secretary: Joseph B. Marcusen, M.D., 1111 
6th St., Nampa. (Annual meeting: September 21-23, 1961) 


Illinois. President: Joseph G. Gustafson, M.D., 1630 5th 
Ave., Moline; Executive Director: H. Marchmont- 
Robinson, M.D., 14 E. Jackson Blvd., Chicago. (Annual 
meeting: Information not yet received) 


Indiana. President: Francis L. Land, M.D., 4628 S. Calhoun, 
Ft. Wayne; Executive Secretary: Mr. Charles G. Dosch, 
1403 N. Delaware St., Indianapolis. (Annual meeting: 
March 7-8, 1962) 


Iowa. President: Henning W. Mathiasen, M.D., Bennett 
Bldg., Council Bluffs; Secretary-Treasurer: Arnold T. 
Nielson, M.D., 215 Walnut St., Ankeny; Executive 
Secretary: Mrs. Isabelle Wandling, 608 Bankers Trust 
Bldg., Des Moines. (Annual meeting: September 25-26, 
1961) 


Kansas. President: J. Allen Howell, M.D., 10914 S. Wash- 
ington, Wellington; Secretary-Treasurer: Yale Eugene 
Parkhurst, M.D., Belle Plaine; Executive Secretary: 
Mr. Gene M. Wilcox, 506 State Bank Bldg., Winfield. 
(Annual meeting: October 3-5, 1961) 


Kentucky. President: John G. Archer, M.D., Prestonsburg 
Hospital, Prestonsburg; Executive Secretary: James S. 
Williams, M.D., 1169 Eastern Pkwy., Louisville. (Annual 
meeting: May 10-12, 1961) 


Louisiana. President: Ernest B. Flake, M.D., Medical Arts 
Bldg., Shreveport; Secretary: Francis I. Nicolle, m.p., 
1326 Foucher St., New Orleans; Executive Secretary: 
Mrs. Helen Ferlita, 4719 S. Carrollton Ave., New Orleans. 
(Annual meeting: October 17-19, 1961) 


Maine. President: Sidney R. Branson, M.D., South Wind- 
ham; Secretary-Treasurer: John D. Denison, M.D., 105 
Brunswick Ave., Gardiner. (Annual meeting: Informa- 
tion not yet received) 


Maryland. President: Andrew C. Mitchell, m.p., 211 
Maryland Ave., Salisbury; Secretary: Charles P. Crimy, 
M.D., 2722 E. Monument St., Baltimore; Executive 
Secretary: Mr. William J. Wiscott, 3722 Greenmount 
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Ave., Baltimore. (Annual meeting: Information not yet 
received) 

Massachusetts. President: Leonard F. Box, M.pD., 39 
Broadway, Beverly; Secretary: Henry R. Gilbert, m.p., 
90 Fair Oaks Park, Needham; Executive Secretary: Mr. 
William T. Maloney, 6 Beacon St., Boston. (Annual 
meeting: September 23-24, 1961) 

Michigan. President: C. Howard Ross, M.D., 715 N. Uni- 
versity Ave., Ann Arbor; Executive Secretary: E. 
Clarkson Long, M.D., 19751 James Couzens Highway, 
Detroit. (Annual meeting: November 10-12, 1961) 


Minnesota. President: Franklin H. Dickson, Jr., M.p., 
400 S. Ugstad Rd., Proctor; Secretary-Treasurer: Herb 
L. Huffington, M.D., 123 S. 2nd St., Waterville; Executive 
Secretary: Mrs. Donna B. Kasbohm, 123 S. 2nd St., 
Waterville. (Annual meeting: September 27-28, 1961) 


Mississippi. President: Tom H. Mitchell, M.p., Street 
Clinic, Vicksburg; Secretary-Treasurer: John Roy Bane, 
Jr., M.D., 809 Westland Plaza Arcade, Jackson; Execu- 
tive Secretary: Miss Louise Lacey, Box 1435, Jackson. 
(Annual meeting: September 27-28, 1961) 


Missouri. President: Cecil G. Leitch, M.D., 808 S. 15th 
St., Blue Springs; Secretary-Treasurer: John F. Pearl, 
M.D., Saint Clair; Executive Secretary: Mr. Raymond 
McIntyre, 623 Missouri Theatre Bldg., St. Louis. 
(Annual meeting: November 4--5, 1961) 


Montana. President: Philip D. Pallister, m.D., Boulder; 
Secretary-Treasurer: John Jerome Wildgen, M.D., Sunset 
Blvd. and Nevada, Kalispell. (Annual meeting: June 
16-17, 1961) 


Nebraska. President: Ivan M. French, M.pD., 964 N. Laurel 
St., Wahoo; Secretary-Treasurer: John A. Brown, III, 
M.D., 113 N. 11th St., Lincoln; Executive Secretary: 
Mrs. Aletha E. Kos, 412 Lincoln Liberty Life Bldg., 
Lincoln. (Annual meeting: September 13-14, 1961) 

Nevada. President: Roy M. Peters, M.D., 475 S. Arlington, 
Reno; Secretary-Treasurer: John M. Watson, M.D., 1845 
Prater Way, Sparks. (Annual meeting: May 18-20, 1961) 


New Hampshire. President: Samuel E. Paul, M.D., Troy; 
Secretary: William F. Putnam, m.p., Lyme. (Annual 
meeting: Information not yet received) 

New Jersey. President: A. Guy Campo, M.D., 405 Broadway, 
Westville; Executive Secretary: Mr. Arthur R. Ellen- 
berger, 120 Halsted St., East Orange. (Annual meeting: 
January 11-138, 1962) 

New Mexico. President: Ulysses S. Marshall, M.D., 401 N. 
Pennsylvania, Roswell; Secretary-Treasurer: Randall 
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W. Briggs, M.D., 406 N. Pennsylvania, Roswell. (Annual 
meeting: July 17-20, 1961) 


New York, President: Edward H. Morgat, M.D., 8254 
Buffalo Ave., Niagara Falls; Secretary-Treasurer: Ray- 
mond S. McKeeby, M.D., 84 Main St., Binghamton; 
Executive Field Secretary: Mr. Carl T. Weber, 84 Main 
St., Binghamton. (Annual meeting: October 15-18, 1961) 


North Carolina.. President: Robert Stuart Roberson, M.D., 
102 Brown Ave., Hazelwood; Secretary-Treasurer: John 
R. Bender, M.D., Nissen Bldg., Winston-Salem; Execu- 
tive Secretary: Mr. Jack Knowles, 2008 McCarthy St., 
Raleigh. (Annual meeting: November 26-29, 1961) 


North Dakota. President: Richard DePuy Nierling, M.D., 401 
3rd St., S.E., Jamestown; Secretary-Treasurer: John 
Andrew Swenson, M.D., 401 3rd St., S.E., Jamestown. 
(Annual meeting: November 17-18, 1961) 


Ohio. President: Roger A. Peatee, M.D., 140 S. Prospect 
St., Bowling Green; Executive Secretary: Mr. Robert 
Wilson, 1500 W. 3rd Ave., Columbus. (Annual meeting: 
September 13, 1961) 


Oklahoma. President: Harlan Thomas, M.D., Medical 
Arts Bldg., Tulsa; Secretary-Treasurer: Arnold G. 
Nelson, M.D., Box 5646, Midwest City; Executive 
Secretary: Mrs. Leona Duncan, 503 Medical Arts 
Bldg., Oklahoma City. (Annual meeting: February 5-6, 
1962) 


Oregon. President: Murdoch E. McIntyre, M.D., 950 
Patterson, Eugene; Executive Secretary: Mr. George 
Wann, 6923 S.W. 15th Ave., Portland. (Annual meeting: 
October 19-21, 1961) 


Pennsylvania. President: Edward J. Kowalewski, M.D., 
Rothsville; Secretary: Hiram L. Wiest, M.D., 2045 State 
St., East Petersburg; Executive Director: Mr. Calder 
C. Murlott, Jr., 2046 Market St., Harrisburg. (Annual 
meeting: May 10-18, 1961) 

Rhode Island. President: Charles L. Farrell, M.D., 166 
Pawtucket Ave., Pawtucket; Secretary-Treasurer: 
Richard J. Kraemer, M.D., 2907 Post Rd., Greenwood 
P.O., Warwick; Executive Secretary: Mrs. Madeline 
Flanigan, 2907 Post Rd., Greenwood P.O., Warwick. 
(Annual meeting: Information not yet received) 

South Carolina. President: Martin M. Teague, M.D., 501 S. 
Harper St., Laurens; Secretary: William J. Bannen, Jr., 
M.D., Box 248, Simpsonville; Executive Secretary: Mrs. 
Margaret A. Turner, Box 161, Woodruff. (Annual meet- 
ing: October 12-13, 1961) 

South Dakota. President: Magni Davidson, M.D., Brook- 
ings Clinic, Brookings; Secretary-Treasurer: Howard 
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R. Wold, M.D., 820 N. Washington Ave., Madison. 
(Annual meeting: Information not yet received) 


Tennessee. President: John L. Armstrong, M.D., Somer- 
ville; Secretary-Treasurer: Wendell W. Wilson, M.D., 
1200 Hadley St., Old Hickory; Executive Director: 
Miss Betty Taylor, 2010 Church St., Nashville. (Annual 
meeting: October 25-27, 1961) 


Texas. President: Jack M. Partain, M.D., 205 Camden St., 
San Antonio; Executive Secretary: Mr. Donald C. 
Jackson, 1905 N. Lamar Blvd., Austin. (Annual meeting: 
October 15-18, 1961) 


Utah. President: Virgil Robert Kelly, M.p., Tanner Clinic, 
Layton; Secretary-Treasurer: Harold E. Young, Jr., 
M.D., 2 S. Main, Midvale. (Annual meeting: August 17- 
19, 1961) 

Vermont. President: Wilton W. Covey, M.D., Main St., 
Milton; Secretary-Treasurer: Edward B. Crane, M.D., 
Box 306, Charlotte. (Annual meeting: Information not 
yet received) 

Virginia. President: Boyd H. Payne, M.D., Professional 
Bldg., Staunton; Secretary: Samuel F. Driver, M.D., 
3604 Williamson Rd., N.W., Roanoke; Executive Sec- 
retary: Mrs. Louise B. Greiner, 4205 Dover Rd., Rich- 
mond. (Annual meeting: May 11-14, 1961) 

Washington. President: Arthur L. Ludwick, M.D., 5 N. 
Wenatchee Ave., Wenatchee; Secretary-Treasurer: John 
E. Gahringer, Jr., M.D., Medical Arts Bldg., Wenatchee; 
Executive Secretary: Mr. Walter Lapsley, 216 W. 37th 
St., Vancouver. (Annual meeting: May 12-13, 1961) 


West Virginia. President: James Keith Pickens, M.D., 116 
S. 5th St., Clarksburg; Secretary: Liskie J. Moore, M.D., 
1024 5th Ave., Huntington; Executive Secretary: Mr. 
Donley T. Shultz, Box 1187, Fairmont. (Annual meeting: 
May 19-21, 1961) 

Wisconsin. President: Robert E. Callan, M.D., 1733 W. 
Wisconsin Ave., Milwaukee; Secretary-Treasurer: John 
A. Kelble, M.p., 2040 W. Wisconsin Ave., Milwaukee; 
Executive Secretary: Mr. Robert H. Herzog, 2040 W. 
Wisconsin Ave., Milwaukee. (Annual meeting: September 
17-19, 1961) 

Wyoming. President: Nels Algot Vicklund, M.D., 443 Big 
Horn St., Thermopolis; Secretary-Treasurer: Willard 
H. Pennoyer, M.D., 1912 Capitol Ave., Cheyenne. 
(Annual meeting: September 6-9, 1961) 

Puerto Rico. President: Manuel Rodriguez-Ema, M.D., 
Montefiores Hospital, Santurce; Secretary-Treasurer: 
Ralph J. Lum, Jr., M.D., 601 Miramar Ave., Santurce. 
(Annual meeting: Information not yet received) 
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135 tiny 
doses mean 
smoother 
steroid 
therapy... 


Inthe relatively Slow 
acid medium of Release 
the fasting 

stomach, Medrol 
Medules remain 
essentially intact 
—only 5% of the 
Medrol content is 
released after 2 

hours at pH 1.2. 
However, in the 
environment of 

the duodenum 
(approaching a 

PH of 7.5), from 

90 to 100% of 

the Medrol is 

released over a 

period of 4 hours. 


Slow 


Absorption 


Sustained 


Action 


*Trademark, Reg. U.S. Pat. Of. 
tTrademark 














in acute allergic 
disorders: 


Judged to be “a nearly ideal formu- 
lation,”" Medrol Medules gave good 
to excellent results in 25 of 28 chil- 
dren with various acute allergic dis- 
orders. ““There were no serious side 
effects and minor complaints were 
reported in only two patients.” The 
author also found that “there is .a 
definite advantage for Medrol Med- 
ules inasmuch as much smaller doses 
seem able to produce full clinical 
relief... * 


Indications and effects 

Medrol benefits (anti-inflammatory, anti- 
allergic, antirheumatic, antileukemic, anti- 
hemolytic) have been demonstrated in acute 
rheumatic carditis, rheumatoid arthritis, 
asthma, hay fever and allergic disorders, der- 
matoses, blood dyscrasias, and ocular inflam- 
matory disease involving the posterior segment. 
Precautions and contraindications 

Because of Medrol’s high therapeutic ratio, 
patients usually experience dramatic relief 
without developing such possible steroid side 
effects as gastrointestinal intolerance, weight 
gain or weight loss, edema, hypertension, acne, 
or emotional imbalance. 

As in all corticotherapy, however, there are 
certain cautions to be observed. The presence 
of diabetes, osteoporosis, chronic psychotic re- 
actions, predisposition to thrombophlebitis, 
hypertension, congestive heart failure, renal 
insufficiency, or active tuberculosis necessitates 
careful control in the use of steroids. Like all 
corticosteroids, Medrol is contraindicated in 
patients with arrested tuberculosis, peptic 
ulcer, acute psychoses, Cushing’s syndrome, 
herpes simplex keratitis, vaccinia, or varicella. 
1. Dugger, J. A.: J. Michigan M. Soc. 59:1812 
(Dec.) 1960. 


Medrol’ 
Medules 


Each capsule contains: Medrol 
(methyiprednisolone) 4 mg. 
Supplied in bottles of 30 

and 100. 

Medrol hits the disease, 

but spares the patient. 


Cr 


The Upjohn Company 
Kalamazoo, Michigan 
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Letters from Our Readers 


er, 





Yours Truly 








Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Slipped Digit 
Dear Sirs: 

The treatment of choice for thyrotoxicosis during 
pregnancy is hardly radioactive iodine as indicated in 
the answers to your GP quiz on pages 123 and 272 in 
the January, 1961 issue. Your references agree. 

Capt. B. M. RUDUSKY, MC, U.S. ARMY 
Wilkes-Barre, Pa. 


Reader Rudusky is absolutely correct. The answer 
should be No. 3, not No. 2. No. 3 is: Orally adminis- 
tered iodine, such as Lugol’s solution.—MEDICAL 
EDITOR 


Usually Successful 


Dear Sirs: 

On page 133 of the January GP, the consultant 
who answers a question about the treatment of 
hidradenitis suppurativa of the axilla, states that 
medical treatment of this condition is usually un- 
satisfactory, and that wide resection, with skin 
grafting if necessary, gives the best results. 

In my own experience, medical treatment has given 
good results in all cases, and as yet I have never had 
to subject any of my patients suffering from this un- 
pleasant condition to the radical surgical treatment 
advocated in your consultant’s answer. 

Attention to detail in the medical treatment is 
all-important. I carefully shave the axilla and order 
the patient to wash it frequently with Phisohex® 
and rubbing alcohol. I also order the patient to apply 
hot saline compresses for one hour q.i.d. or more 
often. 

As soon as one abscess shows fluctuation, I incise 
it under ethyl chloride spray local anesthesia and 
obtain a culture and sensitivity study of the pus. 
Then I prescribe the appropriate antibiotic. 

Needless to say, I forbid all axillary deodorants 
and stress meticulous cleanliness. I incise and drain 
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each abscess that is ready for incision. Of course, I 
check each patient’s urine and blood count. 

With this treatment I have cured quite a few cases 
of this annoying disease. I can well imagine, however, 
that an occasional, particularly stubborn case of 
hidradenitis suppurativa will require wide excision 
of the entire involved area and skin grafting. 

GERHART A. DRUCKER, M.D. 
Tacoma, Wash. 


The question regarding the treatment of axillary 
hidradenitis suppurativa was submitted to additional 
medical and surgical consultants. The consensus was 
that medical therapy, much as outlined by Dr. Drucker, 
should always be tried first and is usually successful. 
However, the consultants agreed that occasionally wide 
surgical resection of the area is necessary. AAGP Mem- 
ber Drucker’s timely comments are appreciated— MEDI- 
CAL EDITOR 


Reason for Panic 


Dear Sirs: 

Lower the flaps—call the police—kill the engines— 
hit the panic button—break the glass—hold the 
presses, but, PLEASE don’t let them give me one of 
those turpentine stupes that your medical editor 
states may be useful in certain selected cases. And 
pray tell me and the rest of your readers what are 
those selected cases in which such treatment might 
be effective? Please hurry as my sphincter shivers at 
the thought of such treatment. 

Then, too, you might inform him that there are 
drugs besides codeine that will control the difficult 
cough. 

EDWARD K. NORFLEET, M.D. 
Bristow, Okla. 


Reader Norfleet is apparently under the mistaken 


impression that a turpentine stupe is something that 
is administered by rectum. Quite possibly, as one can 
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Another New 


For *Personal Patient Protection 


Item 





Nelaton and Robinson style catheters. May also be used as an 
aspirating catheter. 

Sterilization is achieved under rigidly controlled conditions and 
checked by bacteriological testing before each catheter is re- 
leased. Exclusive heat-sealed package keeps sterile field intact. 


°K A LINE OF COMPLETELY FUNCTIONAL AND LABOR-SAVING td 
DISPOSABLES INVOLVING MASS DAILY ROUTINES. 


- SAREE NCES 


New utility catheter combines the desirable features of the 


Complete information furnished on request. Write on your Professional or Institutional letterhead to: 


DAVOL RUBBER COMPANY cncte istanc 
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Yours Truly 


gather from his letter, he himself has experienced such 
a misuse of the procedure. No wonder, then, that his 
“sphincter shivers at the thought of such treatment.” 
For his information, a turpentine stupe is applied to 
the abdominal wall and is recognized as one of the 
methods used to produce counter-irritation, as any of 
our older practitioners would know. A turpentine stupe 
takes time to prepare properly and must be adminis- 
tered carefully. The procedure is described in standard 
textbooks on nursing. In spite of advertising claims for 
various cough suppressants, codeine is still the best drug 
to use in controlling a cough as can be readily found out 
by consulting any standard textbook of pharmacology. 
— MEDICAL EDITOR 


Group Practice Opening 


Dear Sirs: 

We are in need of one or two general practitioners 
in a group practice here in Leesville, La. We have a 
modern 28-bed hospital with complete facilities. We 
have a drawing of 40,000 with only five practicing 
doctors in the area. We would prefer men who have 
completed their graduate training and have no 
military obligations. 

The associate can expect $12,000 plus from the 
start with the opportunity to buy an interest in six 
months or one year. 

W. H. BROYLES, M.D. 
Broyles Clinic 
Leesville, La. 


Editorial Reaction 


Dear Sirs: 

I read with a great deal of interest Dr. DeGraff’s 
editorial in the January 1961 GP. We, too, are very 
interested in the thorough presentation of side effects 
observed during therapy with our drugs. This is, as 
you know, information that helps to assure a more 
intelligent use of the drugs—and consequently, fewer 
side effects. 

Your article has brought up one question, however. 
To the best of our knowledge, Thorazine® has never 
been responsible for a case of leukemia. I am won- 
dering, therefore, if in your fourth paragraph you 
meant leukopenia or, perhaps, agranulocytosis. As 
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you are aware, both of these conditions have oc- 
curred. 
G. B. GUERIN 
Medical Department 
Research and Development Division 
Smith Kline & French Laboratories 
Philadelphia, Pa. 


The gremlins have been at work again. Mr. Guerin 
is quite correct—the word should have been ‘“‘leuko- 
penia,” not “leukemia.”” We agree that no cases of 
leukemia, to our knowledge, have been reported as caused 
by chlorpromazine (Thorazine). However, the incidence 
of leukopenia and agranulocytosis is sufficiently high 


for every physician to be on guard against this side re- 


action.— MEDICAL EDITOR 


Dear Sirs: 

I heartily agree with Dr. DeGraff’s discussion on 
the evaluation of drugs and their effectiveness in 
comparison with others already in use. I firmly be- 
lieve that each physician must do his own research 
with all drugs. If he is observant and evaluates the 
drugs he prescribes and the reactions of his patients, 
and reports the results he obtains, he will not only 
do more good for his patients, but he will be doing his 
own vitally necessary clinical evaluations. 

I also agree with Dr. DeGraff in following the 
practice of using home measures and symptomatic 
therapy. Basically, the patient is interested in relief 
of his complaints and continued life, while the 
physician is trying to find out the exact cause of the 
complaints. 

Ordering 35 to 40 various tests on an ill patient and 
not ordering even a glass of water or an aspirin tablet 
until the results come in from the laboratory (which 
may take from one to three weeks) is undoubtedly a 
great drawback to the practice of simple medicine 
and one of the reasons for the increased cost to the 
patient. 
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"(MIYSOLINE? w cenersy 


RAND OF PRIMIDONE 





CLEAR EXPPESSION OF CONTROL 





"*€The most important drug to be introduced in recent years 


... his is the drug of choice in the treatment of psychomotor 
epilepsy and in focal seizures, and is of particular value in 


the handling of intractable cases of grand mal epilepsy.9)* 


Employed alone or in combination, intractable to maximal doses of other anti- 
"“Mysoline" exhibits dramatic effective- convulsants.Virtual freedom from toxic re- 
ness, often where epilepsy has remained actionsis assured by a wide safety margin. 


* Forster, F. M.: Wisconsin M. J. 58:375 (July) 1959. Literature and bibliography on request. 


“Mysoline” is available in the United States by arrangement with Imperial Chemical industries, Ltd. 


(ort) Avene LABORATORIES NEW YORK 16, N.'Y.* MONTREAL, CANADA 














THERAPEUTIC INDEX 


MYSOLINE? 


BRAND OF PRIMIDONE 


IN EPILEPSY 


Indications: In the control cf grand mal and 
psychomotor seizures. 






















sual Dosage: Patients receiving no other 
pticonvulsants— Children under 8 years: 
Her of dosage same as for adults, but start 
1 % tablet (0.125 Gm.) daily and 

crease by 14 tablet daily each week, until 
introl. (Where a smaller starting dose 
required, use 50 mg. tablet.) 

jults and Children (over 8 years): 

tablet (0.25 Gm.) daily (preferably at 
edtime) for 1 week. Increase by 1 tablet 

aily each week, until control. Dosage exceed- 
ig 2 Gm. daily presently not recommended. 


Patients already receiving other anti- 
nvulsanis— Children under 8 years: 
hitially one-half the adult dose, or 0.125 Gm. 
aily. Gradual increases and decreases as 
lescribed in adult regimen. (Where a smaller 
farting dose is required, use 50 mg. tablet.) 
Adults and Children (cver 8 years): 

0.25 Gm. daily, and gradually increased while 
the dosage of the other drug(s) is gradually 
decreased. Continued until satisfactory dosage 
level is achieved for combination, or until 
other medication is completely withdrawn. 


When therapy with ‘‘Mysoline” alone is 
the objective, the transition should not be 
completed in less than two weeks. 


Precautions: Side reactions, when they 

occur, are usually mild and transient, tending 
to disappear as therapy is continued or as 
dosage is adjusted. Commonly reported side 
effects are drowsiness, ataxia, vertigo, 
anorexia, irritability, general malaise, nausea 
and vomiting. No serious irreversible toxic 
reactions have been observed. (Occasionally, 
megaloblastic anemia has been reported 

in patients on ‘‘Mysoline.” The condition is 
readily reversible by folic acid therapy, 

15 mg. daily, while ‘‘Mysoline” is continued.) 
As with any drug used over prolonged periods 
, of time, it is recommended that routine 
laboratory studies be made at regular intervals. 


Supplied: No. 3430—‘‘Mysoline” Tablets— 
Each scored tablet contains 0.25 Gm. (250 
mg.) of Primidone, in bottles of 100 and 
1,000. No. 3431—“‘Mysoline” Tablets— 
Each scored tablet contains 50 mg. of 
Primidone, in bottles of 100 and 500. 


Also available: No. 3850 —‘“‘Mysoline’”’ 
Suspension —Each 5 cc. (teaspoonful) 


contains 0.25 Gm. of Primidone,in bottles 
Of 8 fluidounces. 
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Yours Truly 


Again, I am very happy to see that Dr. DeGraff 
and other men of his stature, background and knowl- 
edge in the field of medicine are advocating the sim- 
ple approach, concern for the patient’s immediate 
needs and comfort, and all the other “‘arts’”’ of medi- 
cine which so often get lost in the preoccupation with 
the “science” of medicine. 

I. PHILLIPS FROHMAN, M.D. 
Washington, D.C. 


Cooperation for Cubans 


Dear Sirs: 

In past weeks the University of Miami School of 
Medicine has received queries concerning exiled 
Cuban physicians who are qualified to practice in this 
country. 

We at the University of Miami, in conjunction 
with a governmental agency and the Florida Medical 
Association, have agreed to process all requests and 
offers of jobs through a central headquarters. This 
will make it possible to match appropriately trained 
and deserving individuals to specific jobs in the most 
efficient and equitable way. 

If the Academy of General Practice or interested 
physicians would like to help these unfortunate col- 
leagues, I suggest that they address their offers to 
Mrs. Laura Rubin, executive secretary, National 
Committee for the Resettlement of Foreign Physi- 
cians, 31 Union Square West, New York, N.Y. Mrs. 
Rubin’s group has been appointed by President 
Kennedy to serve this function. 

Emi. P. TAXAY, M.D. 
Director 
Section of Postgraduate Medical Education 
University of Miami School of Medicine 
Miami, Fla. 


No Other Like It 


Dear Sirs: 

Just a personal note of admiration for the physical 
set up of your Scientific Exhibitors Service Manual. 
There is just no other like it—and we receive forms 
and manuals from at least 15 national organizations 
with whom we exhibit each year. 

RICHARD BLAKE 
National Tuberculosis Association 
New York, N.Y. 
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OSTIC helps you make 
strong, neat casts 
every time 


Ostic is the all-around plaster bandage 
that’s so popular in teaching centers. 
It’s easy to use. Applies with a creami- 
ness that’s gentle to your hands. Sets 
quickly, takes hard use. 


Nothing can take the place of professional ex- 
perience when it comes to building a neat, strong 
cast. But a good part of your results can depend 
upon the plaster bandage you use. That’s why 
so many specialists in orthopedic teaching cen- 
ters use Ostic plaster bandages. 

They know they can count on Ostic for con- 
sistently fine results. Ostic is fast. It’s strong 
enough to take most any kind of wear. And 
Ostic delivers at least 97% of the original plaster 
to the cast. You can work with it all day long. 


Curity’ 


28 





Each Ostic plaster bandage comes in its own 
airtight package. Plaster stays fresh indefi- 
nitely. Eliminates any danger of presetting. 


Gentle creaminess of Ostic is never hard on your 
hands. You get a choice of two setting times: 
Fast (5 to 8 minutes) and Extra Fast (2 to 4 
minutes). Call your Curity representative for the 
complete story of OSTIC Plaster Bandages. 


THE KEN DALAL company 
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Academy chapter meetings and postgraduate courses, as well 
as other medical meetings in which general practitioners will 
have an interest, appear here monthly. 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





MAY 

*15-18: University of Kansas School of Medicine, course in 
surgery, University of Kansas Medical Center, Kansas 
City. (24 hrs.) 

*16: Lehigh Valley (Pennsylvania) chapter and the Penn- 
sylvania Medical Society, course on perinatal care, 
Allentown Hospital, Allentown, Pa. (6 hrs.) 

*16: Tennessee chapter, course in dermatology commonly 
seen in general practice, Memphis. (1 hr.) 

16-18: Biennial Western Conference on Anesthesiology, 
Sheraton Hotel, Portland, Ore. 

16-20: American College of Cardiology, Inc., meeting, 
Biltmore Hotel, New York City. 

18: Thompson, Brumm & Knepper Clinic, 12th annual Dr. 
F. G. Thompson Memorial Lecture, treatment of car- 
cinoma of the breast, Clinic Building, St. Joseph, Mo. 

18-20: Mount Sinai Hospital of Greater Miami, 11th 
annual postgraduate seminar, Miami Beach, Fla. 

*18-20: Nevada chapter, annual meeting, Riverside Hotel, 
Reno. (12 hrs.) 

19-21: West Virginia chapter, annual meeting, Charleston 
Civic Center, Charleston. 

20: Donald Guthrie Foundation for Medical Research, 
seminar on diseases of the blood, Guthrie Clinic, Sayre, 
Pa. (7 hrs.) 

21: Presbyterian Medical Center, course on psychologic 
problems in general practice, Presbyterian Medical 
Center, San Francisco, Calif. (8 hrs.) 

*21: Texas chapter, course in general medicine, Hotel Mar- 
shall, Marshall. (5 hrs.) 

*21: Texas chapter, course in surgery, Vol’s Steakhouse, 
Amarillo. (5 hrs.) 

*22: Cook County Graduate School of Medicine, one-week 
course in clinical endocrinology, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*22: Cook County Graduate School of Medicine, one-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago, Ill. 
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*22: Cook County Graduate School of Medicine, one-week 
general practice review, Cook County Graduate School 
of Medicine, Chicago, IIl. 

22-24: American Thoracic Society, meeting, Netherland- 
Hilton Hotel, Cincinnati, Ohio. 

22-25: American Orthopaedic Association, meeting, The 
Ahwahnee, Yosemite, Calif. 

22-25: American Urological Association, Inc., meeting, 
Biltmore Hotel, Los Angeles, Calif. 

*23: Louisiana chapter, course in pediatric emergencies 
and diagnosis by inspection, Baton Rouge General Hos- 
pital, Baton Rouge. (2 hrs.) 

*24-27: Alaska chapter, Alaska State Medical Society 
meeting, Sitka High School, Sitka. (15 hrs.) 

*25: South Central Section (Pennsylvania) chapter and 
Harrisburg Hospital, “‘Doctor’s Day,’”’ Brady Hall, Har- 
risburg Hospital, Harrisburg, Pa. (6 hrs.) 

*25-26: University of Oregon Medical School, course on 
allergy, University of Oregon Medical School Library, 
Portland. (15 hrs.) 

25-27: American Gastroenterological Association, meeting, 
Drake Hotel, Chicago, Ill. 

27: Donald Guthrie Foundation for Medical Research, 
seminar on diseases of the blood, Guthrie Clinic, Sayre, 
Pa. (7 hrs.) 

29-31: American Gynecological Society, meeting, The 
Broadmoor, Colorado Springs, Colo. 





JUNE 
*5: Cook County Graduate School of Medicine, two-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 
Continued on page 217 





Annual AAGP Meetings 


Annual Scientific Assembly 
Apr. 9-12, 1962: Convention Center, Las Vegas, Nev. 
Apr. 2-5, 1963: McCormick Place, Chicago, IIl. 


Annual Symposium on Infectious Diseases 


Sep. 15, 1961: Battenfeld Auditorium, Kansas City, Kan. 
Sep. 14, 1962: Battenfeld Auditorium, Kansas City, Kan. 


Annual State Officers’ Conference 


Sep. 16-17, 1961: Hotel Muehlebach, Kansas City, Mo. 
Sep. 15-16, 1962: Hotel Muehlebach, Kansas City, Mo. 
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Re: New Nonsteroid Chemotherapy of 


RHEUMATOID ARTHRITIS 





Dear Doctor: 


























The “ideal” drug for rheumatoid arthritis would be “... one that 
is effective in the majority of those afflicted, and of such 

low toxicity that it can be given, in an effective dosage, for as 
many years as may be necessary to control the 

disease process in any given patient.’” 


The two drugs that currently come closest to the definition of 
“ideal” are aspirin and Plaquenil”. The outstanding safety 

of aspirin and its effectiveness in the treatment of persons with 
rheumatoid arthritis have been firmly established for 

decades. Recent clinical studies, extending over periods of 
from one to five years, have demonstrated that Plaquenil 
inhibits rheumatoid disease in the majority of patients’ and 


that it is “... the least toxic of its class...’” 


PLANOLAR* is a combination of Plaquenil and aspirin; each 
tablet contains 60 mg. of Plaquenil sulfate and 300 mg. (5 grains) 
of aspirin. An average initial dosage of 2 PLANOLAR tablets 
two or three times daily produces prompt relief of pain and 
discomfort in the majority of patients while initiating effective 
long-term therapy of the rheumatoid arthritic process. 


Our PLANOLAR brochure contains a complete report 
of clinical experience and side effects as well as more 


detailed information on dosage. May we send you a copy? 


Sincerely yours, 
WINTHROP LABORATORIES 


RE SEP IEEE WISTS DEIN SINE NCH 


1. Bagnall, A. W.: Antimalarial comp 
Canad. M.A.J. 82:1167, June 4, 1960. 





id disease, 


2. Cornbleet, Theodore: Discoid lupus erythematosus treated with 
Plaquenil, A.M.A. Arch. Dermat. 73:572, June, 1956. 


*Planolar, trademark 


Plaquenil (brand of hydroxychloroquine), 
trademark reg. U.S. Pat. Off. 
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James D. Murphy, M.D. 
Academy President-elect 


ON APRIL 17 in Miami Beach, the Congress 

of Delegates of the American Academy of General 
Practice handed the president-elect assignment 

to Dr. James Murphy, Ft. Worth, Tex., immediate past 
vice president and chairman of the Board 

of Directors. No stranger in Academy circles, 

Dr. Murphy served a five-year tenure as speaker 

of the Congress of Delegates (1955-1960) after 
holding the vice speakership from 1953 to 1955. 

In 1953, he was also chairman of the Nominating 
Committee, and from 1951 to 1954, he was a member 
of the Commission on Membership and Credentials. 
The affable Texan has also been active in his state 
chapter (which he helped organize), serving 

as membership chairman, AAGP delegate, 

vice president and president. In the Texas Medical 
Association, he is currently vice speaker of the House 
of Delegates, and is also a past president 

of the Tarrant County Medical Society. 

A native Ft. Worthian, Dr. Murphy received his 
A.B. degree from the University of Colorado 

in 1937 and his M.D. degree from the University 

of Colorado Medical School in 1941. Following 

an internship at Ft. Worth’s City-County Hospital, 
he was called into military service and served 

with the Navy and Marine Corps from 1942 to 1947. 
After his discharge, he returned to his home town 
and has practiced there 14 years. He is affiliated 
with and has held key posts in both All Saints 

and John Peter Smith Charity hospitals. 

When Dr. Murphy takes office at the 14th Annual 
Scientific Assembly in Las Vegas, he will share 

with Immediate Past President John Walsh 

the distinction of being the youngest Academy 
president. He will be approaching his 47th birthday 
when he is inaugurated in 1962. 














‘HOW MER/29 DIFFERS FROM OTHER CHOLESTEROL-LOWERING MEASURES 
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1 The primary, the on/y known action of MER/ 29 is to lower the total body pool of 
* sterols (serum and tissue); no effect on any other system or organ reported to date. 


2 “Using each patient as his own control, the peak total sterol radioactivity after 

* injection of mevalonic acid-2-C'* was compared on and off MER/29. As much 
as a 50 per cent inhibition on MER/29 was observed in some patients.” a 
—Steinberg, D.; Avigan, J., and Feigelson, E. B.: Circulation 22:663 (Oct.) 1960. 


3 “Studies of lipid metabolism have stressed the importance of cholesterol bio- 
* synthesis, as opposed to cholesterol intake, in determining cholesterol balance.” 
— National Heart Institute: Diet, Hormones, and Atherosclerosis ..., Bethesda. Md., U.S. National 


Institutes of Health, 1958. 

















A Message to the AMA 


On no previous occasion have GP’s editorial pages 
been used to reprint an editorial that originally 
appeared in another publication. However, the 
editors of GP feel that this is now necessary. The 
following editorial appeared in the February 18 
issue of the JOURNAL AMA. The Academy head- 
quarters office was immediately deluged with pro- 
tests (several AAGP members threatened to “‘resign 
from the AMA”’). We urge all readers to study the 
editorial and then read GP’s reply, mailed to John 
H. Talbott, M.D., editor of the JOURNAL AMA. 
—PUBLISHER 


Family Physician 

HEAT IN DISCUSSION usually implies a problem in 
semantics; the term “family physician” is no ex- 
ception, for it provokes much heat in both lay 
and professional circles, and there is great con- 
fusion as to definition. The essential quality that 
identifies a family physician is concerned, not 
prijarily with the care of an entire family, but 
is chiefly characterized by a special attitude of 
responsibility to the individual patient. It is not 
the quality of general competence hopefully ex- 
pected, but less and less possible of attainment, 
in the “jack-of-all-trades” general practitioner. 
Nor is this attribute more commonly encountered 
in the wide ranging country doctor than in the 
seclusion of the “ivory tower.” 

There are two outstanding qualifications of the 
family physician if he be interpreted appropri- 
ately as a fusion of the healer and the scientist. 
The first is an urge to know his patient both 
broadly and deeply, including personality, en- 
vironment, and social and economic status, giv- 
ing the time to accomplish this understanding as 
a routine happy duty; evoking, while so doing, a 
feeling that all the patient’s problems, at all 
times, are important and interesting. The true 
family physician thus adds friendship to pro- 
fessional services; his compassion, no mere 
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routine posture, is given friend to friend; it is a 
response, not a transaction. 

The second qualification is a sound scientific 
training in the basic physiological and psychologi- 
cal mechanisms that are deranged in disease. And 
since the primary preoccupation of the family 
physician is the total individual, he must develop 
during this scientific training a considerable 
capacity for the exercise of critique. Without 
critique it is not possible to integrate wisely all 
the facets of an individual personality with his 
biological problems, an integration necessary for 
the creation of a sound working hypothesis for 
management. 

Clearly, these specifications are fulfilled most 
effectively by the internist, the pediatrician, and 
the newly proposed geriatrist, each within a 
specified age group. This inference in no sense 
denies to the surgeon, or any other specialist, the 
capacity for compassion and integrative judg- 
ment; it merely means that the internist, pedia- 
trician, and geriatrist are not limited during their 
graduate training by the necessity of developing 
technical virtuosity in a narrow field and thus 
commitment to that therapeutic approach. 

If one allows prophetic imagination free rein, it 
seems inevitable that the artificial age separations 
between pediatrics, internal medicine, and geriat- 
rics will gradually dissolve; one discipline con- 
cerned with the total individual and the integra- 
tion of his problems at any age will evolve. The 
practitioner of this basic medical science should 
be called “physician,” ultimately dropping 
“family” and discarding the highly non-definitive 
“internist.” 

While it is obvious that there are problems 
peculiar to these various age levels, nevertheless, 
the common basic principles are, in essence, 
identical; there is, therefore, no insuperable ob- 
stacle to their being encompassed within the com- 
petence of one physician. Implicit in this concept 
of the comprehensive physician as integrator of 
the total individual is the avoidance of intra- 
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disciplinary splintering with its development of 
sharply defined groups with limited perspectives. 
There will always be scholarly investigation into 
the various facets of medical science, but when 
the physician restricts his practice to a small 
anatomical or functional area, he loses his value 
as an integrator. He is no longer a family physi- 
cian, he is merely a specialist with blinders that 
confine him to narrow clinical paths. 

A serious barrier, both now and in the evolving 
future, to the efficient practice of this physician, 
who can and should be pediatrician, internist, 
and geriatrist is found in the failure of laymen, of 
professional colleagues and of insurance carriers 
to take cognizance of the economic aspects of 
time spent in getting to know and to understand 
a new patient or in solving the problems of an old 
patient. The program of management deter- 
mined by the physician after hours of listening 
and questioning may rescue a patient from illness 
and unhappiness just as surely as surgical in- 
tervention. Yet the market value of such a time 
consuming endeavor is usually but a fraction of 
that attached to most surgical procedures. These 
inequities must be recognized and rectified to 
realize the full effectiveness of the family physi- 
cian. 


Here is GP’s reply: 


Dear Dr. Talbott: 

You have doubtless received many letters com- 
menting on your “Family Physician” editorial. 
The editors of GP, being in almost total disagree- 
ment with your major premise, would like to join 
your acrobatic exercise in semantics and add 
their voices to the small furor your conclusions 
have created. 

Your editorial is provocative and timely. As 
earlier stated, it seems to be based upon an en- 
tirely false premise. Proceeding from a false 
premise, it is not surprising that some of your 
major conclusions are without validity. 





In the opening of your editorial you state that, 
“The essential quality that identifies a family 
physician is concerned, not primarily with the 
care of an entire family, but is chiefly charac- 
terized by a special attitude of responsibility to 
the individual patient.” 

We have ample evidence to the contrary. Sev- 
eral creditable studies by distinguished authori- 
ties in social psychology have shown conclusively 
that the family physician fills an important role 
for the entire family, and that it is in this role 
that his essential function lies. 

The family is the basic unit of our Western civil- 
ization. The social anthropologists have shown us 
that one of the primary functions of the family is 
a protective one. This important sociologic 
function has been transferred from the head of 
the family to the family physician. Without him 
there would be a vast void in our society. A 
“personal” physician is not enough; our complex 
society needs a “family” physician, who accepts 
total continuing responsibility for the health of 
the family as a unit. 

In your second paragraph, you aptly describe 
the true function or role of a family physician. It 
appears to be an exact description of the role of 
today’s general practitioner. You may, for con- 
venience, call him a “‘jack-of-all-trades.”’ It is he, 
nonetheless, who “adds friendship to professional 
services.’’ His compassion, as you wisely state, is 
“no mere routine posture” and “is a response, 
not a transaction.”’ Of course, it is to be expected 
that any good physician would bring these 
attributes to his patients but it is the sine qua 
non of the family physician’s function. 

One of your specious conclusions you have, 
yourself, neatly refuted in a subsequent para- 
graph. You state that the essential quality identi- 
fying a family physician “is not the quality of 
general competence hopefully expected, but less 
and less possible of attainment in the . . . general 
practitioner.” Then after defining the specifica- 
tions of a good family physician you observe 
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that, “these specifications are fulfilled most 
effectively by the internist, the pediatrician, and 
the newly proposed geriatrist, each within a 
specified age group.” 

But you subsequently state that there is no “in- 
superable obstacle to their being encompassed 
within the competence of one physician.” This is 
precisely the definition of the function of the 
general practitioner, who today combines pedi- 
atrics, internal medicine and geriatrics (and often 
surgery as well) in his practice. This is what makes 
him, and him alone, the family physician. 

Of course, tomorrow’s general practitioner will 
be different from the genral practitioner of today, 
just as tomorrow’s specialist in internal medicine 
will differ from the one of today. But you have 
clearly described the functions of the general 
practitioner in your editorial, and contrary to 
your conclusions, we believe he will be the family 
physician of tomorrow. 

In closing, permit us to say with every pos- 
sible earnestness, that we thoroughly endorse 
your closing observations about the unreasonable 
disparity between fees for medical service and 
surgical service. We wholeheartedly agree that, 
“These inequities must be recognized and recti- 
fied to realize the full effectiveness of the family 
physician.” 

—PUBLISHERS 


Orchids to Annis 


WE WISH to editorially congratulate Dr. Edward 
Annis—one of the few physicians we know who 
would be willing to lock horns, on network tele- 
vision, with Sen. Hubert Humphrey. Humphrey 
(who identified himself as a “‘pharmacist’’), is the 
Senate’s Democratic “whip” and a man of no 
mean ability in a debate. 

It’s not our purpose to decide who “‘won’’ the 
great debate. We thought that Annis scored some 
points—but so did Humphrey. Together, they 
may have accomplished one worthy purpose— 
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that of prompting a few people to think about the 
federal government’s role in the health care of 
the aged. We hope that these same people will 
realize that no government program, whether it 
be of the grant-in-aid variety or tacked to the 
social security program, is ‘‘free.’’ Someone has 
to pay the bill and, as always, it’s the taxpayer. 

But we do think that Dr. Annis deserves a 
large bouquet. It takes a lot of guts (we eschew 
the word but it’s appropriate) to face a network 
television camera and slug it out with a heavy- 
weight like Senator Humphrey. We think it 
likely that Dr. Annis accomplished more, in 60 
minutes, than a high-powered and expensive 
“‘public relations campaign’’ can accomplish in a 
year. He did this, we note, not.by harnessing his 
wagon to a self-centered star. but by talking as a 
doctor concerned with the health care of his pa- 
tients. He even stressed that he was not represent- 
ing the AMA, adding that he was not (and never 
had been) an AMA officer. 

Our sincere congratulations, Doctor, on a job 
well done. 


Hubert and the ‘Means’ Test 


IN ALL the great debates centering on health care 
for the aged, the “means” test has been depicted 
as an ogre, an evil thing, totally un-American. 
Senator Humphrey seems to think of the test 
as a device for making old people grovel in the 
dirt, pleading for medical care that can be theirs 
only if they crawl, beg and pray. Humphrey 
apparently feels that it makes an old lady first 
admit that she’s an economic basket case. 

Not so, we contend. The Senator appeals to 
emotion, not logic or reason. We view the means 
test as a device for weeding out free-loaders and 
social parasites. We view it as a device that makes 
sure that only those who need help, get help. 
If our VA hospitals used a means test, it might 
be possible to shave a few pennies off a $5.3 billion 
budget. 
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One might conclude, from Senator Humphrey’s 
tearful appeal, that no American has ever faced 
a means test. This is nonsense, we face them 
every day—by one name or another. A means 
test is simply a measure of ability to pay and 
even our Department of Internal Revenue, 
levying taxes, recognizes that share-the-wealth 
schemes haven’t been entirely successful. In 
general, you pay only about twice as much as 
you can actually afford to pay. The point is that 
you pay taxes in an amount based on your 
income—or your ability to pay. Is this so differ- 
ent from a means test? 

We would ask the Senator to stop calling a 
means test “degrading.’”’ He should view it in- 
stead as possibly part of a sensible and rational 
answer to a problem. 


Voluntary Social Security? 


MIssouRI’s REPRESENTATIVE Tom Curtis has 
introduced a bill that would let taxpayers es- 
tablish their own social security-type program. 
We haven’t read the biil but it’s probably similar 
to earlier proposals. It works this way: If the 
taxpayer can show that he’s using a voluntary 
and private insurance program to accomplish 
the same end result, he would not be required to 
pay the social security tax. In other words, he’d 
have a choice between Uncle Sam and a commer- 
cial insurance firm. 

To Representative Curtis we say, “Nice try, 
Tom—but Congress won’t buy it.’”’ The people 
might—but the Congress won’t and after all, 
it’s the Congress, not the people, that runs the 
country (despite persistent but somewhat chau- 
vinistic stories to the contrary). 

Since its inception under FDR in 1935, the 
whole social security system has been what its 
name implies—essentially socialistic. And it’s 
been shown, time and time again, that there’s 
no such thing as part-time socialism. You have 
to go whole hog. 
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The reason’s obvious. Under social security, 
some people put more dollars in than they’ll 
ever get back. These extra dollars go to other 
people who are taking more out than they ever 
put in. It’s a handy-dandy socialistic system. 
We’re not saying that the program is an evil 
thing; we’re simply saying that it lives and 
breathes the socialist philosophy. 

If Mr. Curtis’s bill happened to pass (and it 
has a snowball’s chance—at best), intelligent 
people would sharpen their pencils and decide 
whether to go with Uncle Sam or a commercial 
firm. Some of them (probably several million) 
would pull out and those who did would be the 
people who expected to come out on the short 
end of the deal. No one in his right mind likes 
to throw money away and if a person didn’t 
anticipate a dollar-for-dollar return, why would 
he sign up for social security? Instead, he’d put 
his money in a private plan that guaranteed 100 
cents on the dollar. 

If all these people pulled out, where would the 
extra dollars come from? We don’t know exactly 
how they would flow but remember that the 
government has only one source of income—the 
taxpayer. 

In short, we’re not optimistic but we like 
Mr. Curtis’s plan. We wish him lots of luck and 
we will see that our readers are periodically 
informed. 


Uncle Wilfred 


PERUSING his daily paper, Uncle Wilfred was 
amused, though horrified, by an Arthur Schlesin- 
ger quote. Economist Schlesinger, a valued mem- 
ber of President Kennedy’s “‘New Frontier” team, 
contends that the welfare state is “‘the best secu- 
rity against communism.”’ Devoutly hoping that 
not too many Americans will buy this brand of 
drivel, Uncle Wilfred pointed out that it’s much 
like saying that a good case of syphilis is the best 
security against gonorrhea! 
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From the 
Medical Editor’s Desk 





The Importance of the “USP” to Physicians 


THE BOOK that doctors rarely consult and about 
which they know little is the United States 
Pharmacopeia, yet the listing of drugs in this 
book is of great importance to the practicing 
physician. There is a widespread belief that the 
Pharmacopeia consists of a dry, dull compilation 
of standards, useful perhaps only to drug manu- 
facturers, pharmacists and certain governmental 
enforcement agencies. Nothing is farther from 
the truth. 

From its inception in 1820, the USP has at- 
tempted to list the drugs which at the time of 
revision are considered the most effective thera- 
peutic agents available. Of necessity, technical 
standards for each drug selected are required. It 
is this correlative, secondary function that makes 
the book extremely useful to those concerned with 
standards. 

When the Federal Food and Drugs Act of 1906 
was passed by Congress, the USP was recognized 
as an “official compendium,” and the Food and 
Drug Administration created at that time was 
empowered to enforce USP standards. In 1938, 
under the Federal Food, Drug and Cosmetic 
Act, this authority was retained and extended. It 
should be made clear, however, that the USP is 
completely independent of the federal govern- 
ment. Furthermore, no government support of 
any kind is received. ; 

At a Pharmacopeial Convention held every 
10 years, a Revision Committee is elected from a 
carefully picked group of qualified candidates by 
delegates from medical colleges, medical socie- 
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ties, pharmacy groups, the pharmaceutical in- 
dustry and a number of allied scientific societies. 
The 60 members of the Revision Committee in- 
clude experts in many fields related to medicine. 
The job of selecting the drugs for USP is the 
responsibility of the 21 physicians and pharma- 
cologists who, with four pharmacists, comprise 
the Subcommittee on Scope. Each subdivision of 
medicine is represented on the committee. A 
panel of experts in each special field of medicine 
aids in the selection of drugs. Careful considera- 
tion is given to every drug. The final choice is 
made only after all the medical evidence has been 
carefully sifted and evaluated. If, perchance, two 
drugs of similar action are found to be equally 
effective, the drug which has been in use for a 
longer period of time is chosen. This is done be- 
cause more information would have accumulated 
on that drug than on the newer drug, particu- 
larly in regard to possible delayed toxicity. 

The practicing physician is thus assured that 
the drug selected for inclusion in USP is the best 
available. It is possible, therefore, with a few ex- 
ceptions, to restrict drugs used in medical prac- 
tice to those listed in the USP. The few excep- 
tions would be the occasional new drugs which 
the Revision Committee has not had time to 
evaluate carefully. 

At one time there was, unfortunately a consid- 
erable lag between the time a new drug appeared 
on the market and its inclusion in the Pharma- 
copeia. This gap, in recent times, has become 
less. Now it is possible to accept a meritorious 
new drug and have it described in a supplement 
to the USP, all within a few months after the 
drug is released for general use by the Food and 
Drug Administration. 

To the physician, the letters USP after a drug 
signify not only the highest quality as far as 
standards are concerned, but also that the drug 
is the best available for the treatment of his pa- 
tients. There is none any better. 

ARTHUR C. DEGRAFF, M.D. 
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ALVAN R. FEINSTEIN, M.D. 


Irvington House 
Irvington-on-Hudson, New York 


To adhere to a weight reduction diet, 

the patient must be prepared to tolerate 

the discomfort that results when deprived 

of the usual quantity of food intake. 

The author believes that 

the physician should give less attention 

to the diet and drugs used in weight reduction 
and more attention to the reason why 

the patient eats more than he should. 


WEIGHT REDUCTION has become a national pas- 
time: Its appeal extends to all ages and both sexes, 
its activities are described by every medium of 
public communication, its rules and procedures 
are continually discussed and its equipment is 
sold in quantities large enough to create new in- 
dustries. Moreover, the number of participants 
and spectators is increasing constantly since so 
many people repeatedly attempt to master its 
challenge and so few succeed. 

Weight reduction is a pastime played with a 
variety of diets, drugs and devices. Some have be- 
come classical and traditional; others go through 
periods of popularity, usually followed by ob- 
livion and occasionally by resurrection. All are 
regularly augmented by new techniques, enthu- 
slastically presented in medical and nonmedical 
announcements. 

Published literature has much opinion, but few 
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The Problem of Treatment in Obesity 


substantial facts, to offer the physician trying to 
evaluate the utility and effectiveness of these 
procedures. Many reports have appeared only as 
isolated statements in popular magazines or as 
unsupported claims in commercial advertise- 
ments. Even in medical and nutritional journals, 
the plethora of material on weight reduction con- 
tains a paucity of data that can withstand critical 
scientific appraisal. In most publications dealing 
with the treatinent of obesity, the following scien- 
tific features have been conspicuously absent: 
(1) No standard criteria have been used consis- 
tently for measuring accomplishment in weight 
reduction. (2) Most reports ignore the patients 
who abandon dietary programs. Instead, they 
cite the data only of those who continue with the 
programs. (3) The results of treatment usually 
have been analyzed only according to the orienta- 
tion of the writer. Dietary success generally is 
attributed by nutritionists to the diet, by physi- 
cal culturalists to the massages, by physicians 
and pharmaceutical companies to the medica- 
tions and by psychiatrists to the psychic im- 
provement. 

Because of these deficiencies, the existing data 
are difficult to analyze. This article will appraise 
and attempt to clarify some of the problems and 
will evaluate the methods, techniques and results 
of therapy for weight reduction. It will not con- 
sider the separate topics of which, when and why 
patients should lose weight. The latter issues in- 
volve a medical judgment and usually are decided 
on the basis of cosmetic, esthetic, physiologic or 
pathologic factors. Regardless of the reason for 
beginning a weight reduction program, a decision 
must be made about what method to employ. 
The remainder of this article is a guide for phy- 
sicians in evaluating these methods and their 
results. 









The Problem 
of Treatment in Obesity 


Methods of Measuring Accomplishment 
in Weight Reduction Programs 


Before considering techniques of weight reduc- 
tion, the physician must be able to appraise their 
results. The evaluation of data in a dietary pro- 
gram rests upon the following principles: (1) An 
objective criterion is established for measuring 
individual accomplishment. (2) The magnitude 
of this accomplishment is recorded in all patients 
who began the program. (3) The accomplishment 
is measured after the “active” period of weight 
reduction and again at a much later follow-up 
interval. (4) When new therapeutic methods 
are introduced, appropriate ‘‘double-blind”’ con- 
trols must be used to eliminate the unconscious 
bias that physicians or patients may develop 
when they are enthusiastic about a new form 
of treatment. 

In the voluminous literature on treating obe- 
sity, there is no dietary program which has been 
tested and reported according to all these speci- 
fications. 


INDIVIDUAL ACCOMPLISHMENT 


The existing criteria for measuring individual 
accomplishment have many deficiencies. The 
most popular, and probably the most misleading, 
measurement is the rate of weight loss. This index 
gives falsely high results in patients who abandon 
diets after short periods of time. The “perform- 
ance index’”’ measures the degree of adherence to 
a diet rather than the total performance of the 
patient. Neither of these two indices considers 
how close the patient has come to the target 
weight. This disadvantage is also true of the cri- 
teria of Trulson, Walsh and Caso, which consider 
only the patient’s initial weight and not the goal. 
A separate method classifies patients according 
to the total amount of weight lost, 20 Ib., 40 Ib. 
and so forth. The latter measurement is more 
satisfactory than the rate of weight loss, but it 
still fails to consider how much surplus weight 
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needs to be lost. Expressing results in terms of 
the percentage of excess weight lost has certain 
desirable aspects, but it penalizes patients who 
have large amounts of weight to lose, because 
those with small amounts of excess weight obtain 
“success” with a lesser dietary accomplishment. 
A newly-proposed “reduction index’ contains all 
the desired variables in a single formula and its 
increased use may provide greater uniformity in 
recording data. 


TOTAL NUMBER IN PROGRAM 


Relatively few reports have indicated the total 
number of patients who began the program. Most 
authors have reported only the number of pa- 
tients who continue to participate in a program, 
consequently preselecting a “successful” group. 
The absence of these data from so many dietary 
reports makes the scientific validity of their data 
doubtful and the appraisal of their results im- 
possible. 


FOLLOW-UP MEASUREMENT 


Almost all dietary reports indicate the imme- 
diate results of the program and rarely give a 
long-term follow-up. The latter data are present 
in only a few publications. The reasons for this 
deficiency are obvious, and it is doubtful that 
they can be easily remedied. However, failure to 
follow patients for long periods of time after an 
apparently “successful’’ weight reduction may 
create false conclusions regarding the permanent 
effectiveness of any program. 


ELIMINATION OF BIAS 


For a truly well-controlled study of medica- 
tion, neither the patient nor the physician should 
know what drug is being used. When comparing 
a presumably active drug and a placebo, all drugs 
of one kind should not be labeled as ‘‘A’’ and the 
others as “B.” In a long study, the physician 
eventually may be able to distinguish between 
the drugs by their side effects or other attributes, 
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even though he does not know which is the place- 
bo and which is the active agent. In a well-per- 
formed study, all drugs should be given code 
numbers so that there is no way of knowing 
whether any of the drugs are similar until the 
work is completed. This requirement has not 
been fulfilled in any of the existing so-called 
“double-blind” studies of antiobesity pharma- 
ceuticals. 

If the rigorous scientific standards noted pre- 
viously were applied to evaluating published re- 
ports, no data would be available for evaluation. 
Nevertheless, attempts can be made to study the 
existing results as rigorously as possible within 
the framework of the standards and material de- 
scribed. 


The Necessity for Certain Ingredients 
in the Diet 

Diets can be varied according to the form in 
which the nutrients are presented, the number of 
calories, the amount of fat, protein and carbo- 
hydrate and the quantity of minerals and vita- 
mins. The data of clinical trials in obese patients 
are not adequate to indicate definitively which of 
these variations are physiologically desirable or 
necessary. 

Much has been written about whether the re- 
duction diet should be restricted drastically in 
calories or whether it should be only slightly 
lower than the patients’ maintenance caloric 
intake. 

There is no definite evidence in favor of either 
approach. A prominent controversy has devel- 
oped regarding how much protein should be con- 
tained in the reduction diet. Most concepts of 
protein requirements for maintenance of body 
metabolism rest upon data obtained in the course 
of studies of fasting in individuals of normal 
weight. These results have then been extrapolated 
Lo obese patients, and the validity of the extrapo- 
lation is doubtful. 
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NITROGEN BALANCE 


A further problem arises from the difficulty of 
making accurate short-term nitrogen balance 
studies when any patient is changed from a high 
protein intake to a low protein intake and vice 
versa. In long-term nitrogen balance studies of 
dieting obese patients, it has been shown that a 
certain amount of negative nitrogen balance 
occurs at the beginning of every weight reduction 
program, regardless of whether it is high or low in 
protein content. As dieting continues, the nega- 
tive nitrogen balance is reduced gradually and 
often reaches equilibrium or only slight negativ- 
ity, regardless of whether the diet is high or low 
in protein. Moreover, although the evils of nega- 
tive nitrogen balance often are condemned, their 
actual nature has not been described and no 
clinical pattern or picture caused by “negative 
nitrogen balance” has been delineated or docu- 
mented in dieting obese patients. 

Some diets advocate a high fat or low fat in- 
take; others advocate a high carbohydrate or low 
carbohydrate intake (all within the framework 
of caloric restriction). There are no physiologic 
data to indicate which diet is preferable. It is 
agreed that every diet should be adequate in 
minerals and vitamins but there are no appro- 
priate data to show the quantity of these needed 
by a patient on caloric restriction. 


ACCEPTABILITY TO THE PATIENT 


Finally, a diet is not always physiologically 
desirable because the patient has found it accept- 
able and has done well with it. For example, the 
success of a high protein diet may be lost if the 
protein is presented in a form which does not 
appeal to the patient or is ingested tastelessly by 
tube feeding. Another example is provided by a 
novel low protein formula diet whose success is 
attributable to its total replacement of food by a 
liquid mixture and not to its low protein content. 
The esthetics of taste in foods vary enormously; 
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they cannot be used to support concepts of phys- 
iology unless the data are obtained appropriately. 

There are no valid clinical data obtained in 
obese patients to indicate the physiologically de- 
sirable components, form and quantity of a re- 
duction diet. Under these circumstances it seems 
reasonable to prescribe a diet on the basis of its 
acceptability to the patient and its previous re- 
sults in producing weight loss. It is the patient, 
not the nutritionist, who must be satisfied if the 
diet is to be successful. 


Methods of Weight Reduction 


Any patient can lose several pounds by eliminat- 
ing body water through sweating, salt deprivation 
or induced diuresis. This type of weight loss may 
be gratifying but it is transient and does not 
affect adipose tissue. Excess fat can be reduced 
only by maintaining a negative caloric balance 
and this is obtained when the net output of body 
energy exceeds its input. 


INCREASED ENERGY OUTPUT 


Attempts to raise the output of energy by 
physical or pharmaceutical methods have seldom 
alone resulted in sustained weight loss. In all in- 
stances of successful weight reduction associated 
with an alleged increase in energy output, the 
energy intake has been decreased simultaneously 
by dieting and the effects of the two methods 
could not be separated. 

Exercise. No specific clinical results have been 
provided to support the recent renaissance of 
interest in exercise as an adjunct in weight re- 
duction. Physical exertion may be vigorous and 
may seem prodigious to the patient, but its extra 
expenditure of energy is relatively small com- 
pared to the much larger number of calories 
needed for basal physiologic requirements and 
ordinary activities. Exercise may improve muscle 
tone and coordination and may create a sense of 
well-being in some patients. It may help prevent 
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weight gain as long as the exercise is done con- 
tinually and is not followed by increased food 
intake, but as long as man must walk 36 miles to 
lose 1 Ib., exercise per se will remain an inefficient 
method for weight reduction. 

Pharmaceutical attempts to raise body meta- 
bolic rate have not been successful because the 
drugs were either: (1) ineffective (for example, 
pituitary hormone preparations), (2) damaging 
to body tissues (for example, dinitrophenol) or 
(3) unable to overcome homeostatic regulation so 
that their “physiologic” activity occurred only 
when they were given in dangerously toxic dosage 
(for example, thyroid). 

Thyroid Medication. When basal metabolism 
machines became a standard part of physicians’ 
office equipment, thyroid medication entered the 
treatment of obesity. Since basal metabolic rates 
initially were computed by dividing the oxygen 
uptake by body weight, the results in obese 
patients were low and the patients were then 
considered “hypothyroid.”’ Later studies showed 
that the initial computations were incorrect. The 
body weight used in the denominator should have 
been changed to the two-thirds power of body 
weight, since the BMR is proportional not to 
body weight but to the body surface area (which 
depends on the two-thirds power of body weight). 
This correction made the denominator smaller 
and the BMR in obese patients was raised to 
reach normal limits in most instances. However, 
by the time this correction was discovered and 
disseminated, thyroid therapy for allegedly “‘hy- 
pothyroid” obese patients had already become so 
widespread that it is still popular as one of the 
most common drugs in the therapy of obesity. 
Its frequent use continues and many obese pa- 
tients still believe that they have “thyroid gland” 
trouble despite convincing contrary evidence. 
This evidence shows normal uptake and distri- 
bution of iodine in obese patients and shows that 
thyroid is inactivated and ineffective when given 
in physiologic dosage to a euthyroid person. 
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DECREASED ENERGY INTAKE 


Since the output of energy cannot be raised 
effectively, a reduction of its intake becomes the 
primary approach to weight reduction. The intake 
of energy can be reduced by numerous methods 
(Table 1). Except for two unproven theories, all 
of these approaches involve the restriction of 
caloric intake. 

The two unproven theories are: 

1. Pennington postulated that obese patients 
have an unspecified metabolic block for fat; this 
enables them to appease their desires for food 
with a supposedly “unmetabolized and unlim- 
ited” intake of fat. Pennington’s results were 
obtained in outpatients and have not been con- 
firmed in hospitalized patients whose adherence 
to the diet was assured. This led to the alterna- 
tive explanation that Pennington’s “successful” 
outpatients had not consumed all of the pre- 
scribed fat and thereby had taken the equivalent 
of a low calorie, high protein diet. 

2. Dole conjectured that a low protein intake 
would reduce appetite so that fat and carbo- 
hydrate, while unrestricted, would not be de- 
sired or consumed. The Dole low protein food 
diet did not show successful results in outpatients. 
Its tests did not report the total caloric intake 
and did not rule out the alternative explanations 
that the successful hospitalized patients lost 
weight because they: (1) were denied access to 
appealing foods, (2) had environmental features 
conducive to weight loss and (8) had an incre- 
mental increase of weight loss on the low protein 
because of temporarily increased water excretion. 

Neither of these diets was accompanied by 
enough clinical data to prove its points and 
neither has been confirmed elsewhere. 

The only methods of weight reduction which 
are consistently successful require the restriction 
of caloric intake. Conversely, an appropriate 
restriction of caloric intake has always resulted 
in weight loss if the patient maintains the re- 
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TABLE 1. 


Methods of Decreasing Energy Intake 





I. No Definite Diet 
A. Same foods as usual, but quantity of all reduced 
B. Same foods as usual, but certain features reduced or 
eliminated, such as: 
1. Carbohydrate: e.g., bread, potatoes, alcohol or 
desserts 
2. Fat: e.g., butter, gravy, fried foods 
8. Protein: e.g., milk, meat, cheese 
II. Definite Diets 
A. Specific caloric restriction 
1. Using natural foods 
a. Self-selected by patient from caloric tables 
1. “Balanced’”’ diet of standard foods 
2. Contents of diet unspecified as long as 
total caloric intake is below limits 
b. Written diet prescribed 
1. “Balanced” standard diet 
a. Inflexible 
b. With permissible exchanges 
2. Restricted to a few foods, (e.g., bananas 
and skimmed milk; grapefruit and pine- 
apple; salads and meat) or to different 
preparations of a single food, (e.g., cot- 
tage cheese) 
2. Replacement of foods 
a. Milk 
b. Formula mixtures 
c. Powders 
B. No caloric restrictions 
1. Unlimited fat intake (Pennington) 
2. Low protein intake with unlimited fat and carbo- 
hydrate (Dole) 








TABLE 2. 


Adjuncts Used to Promote Adherence to Diets 





I. Environmental Control 
A. Hospitalization 
B. Milk farms 
C. Nutritional tables at college 
II. Appetite Depressants 
A. Anorexiants 
1. Amphetamine, Phenmetrazine, etc. 
B. Bulk-producing agents 
C. Preprandial carbohydrate 
D. Nauseous agents 
1. Digitalis, belladonna, apomorphine 
III. Mood Alteration 
A. Individual psychotherapy 
B. Group therapy or meetings 
C. Hypnosis 
D. Tranquilizers 
E. Stimulant-sedative mixtures 
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strictions. To help promote the patient’s ad- 
herence to dietary restrictions, a number of 
adjuncts have been used, as shown in Table 2. 
These involve environmental control, appetite 
depressants and mood alteration. 

Control of the patient’s environment by hos- 
pitalization or health farms is almost always 
successful in producing an immediate weight loss. 
However, the patients regain the weight as soon 
as they leave the atmosphere of incarceration and 
return to daily living. The use of appetite de- 
pressants and drugs or procedures which alter 
the patient’s mood or psyche has often had good 
results. In many situations, however, the patient 
does well at first but later finds that the adjunct 
has “‘lost”’ its effect. 


Analysis of Results 
in Weight Reduction Programs 


Despite the many available diets and dietary 
adjuncts, the results of weight reduction pro- 
grams are generally poor. Losses of over 40 lb. 
are rare and losses of over 20 lb. are uncommon 
in more than 15 per cent of patients. Moreover, of 
patients who achieve significant weight losses, 
only 1 to 2 per cent maintain the loss for five 
years. These results indicate that what is ap- 
parently “‘ideal’’ for the nutritionists who design 
the programs is often a failure for the patient 
who must live with them. 

The reasons for these poor results have recently 
been critically analyzed with the following con- 
clusions: The problems of weight reduction are 
not caused by a shortage of adequate diets and 
dietary adjuncts. They are due to most patients’ 
inability to adhere to the dietary program. The 
ability to restrict food intake voluntarily is in- 
fluenced by: (1) the patient’s life situation, (2) the 
patient-physician therapeutic relationship and 
(3) the diet and dietary adjuncts. Each of these 
factors is important and success is impossible if 
any of the three is sufficiently negative. In most 


88 


instances, the patients themselves and the thera- 
peutic relationship are the really important 
factors because they determine whether the di- 
etary program will be maintained. The specific 
contents of the diet and its adjuncts are of 
minor importance, although post hoc reasoning 
often gives them sole credit for dietary successes. 


STRESSES OF CALORIC DEPRIVATION 


Most people, fat or thin, have tensions and 
anxieties which they need to suppress or sedate 
to live comfortably. This sedation can be ob- 
tained in many ways; one is eating. The amount 
of food required to produce the desired effect 
varies with each person. Most people develop a 
certain level of food intake which satisfies their 
craving. If that level is too high for their needs, 
they constantly eat more food than they can use 
and become fat. To lose weight, they must lower 
their food intake below the level which provided 
sedation and comfort. This deprivation reacti- 
vates the anxieties and tensions which the addi- 
tional food had suppressed. If the patient can now 
tolerate these stresses, he continues with the diet 
successfully. If he cannot tolerate them, he re- 
sumes eating at the former level of food intake 
and resumes his former weight. 

This simple and logical explanation of dietary 
failure has been obscured by the post hoc reason- 
ing of three erroneous and prevalent conclusions: 

1. The initial success of a dietary program 
usually is attributed to specific features of the 
diet or its adjuncts. (Actually the patient who is 
motivated to begin a diet would probably do well 
with any diet that is calorically restricted.) 

2. The program generally is thought to have 
failed because the diet ‘did not work” or the 
medication “‘lost its effect.”’ (Actually the diet 
worked well but the patient refused to adhere to 
it. The medication may have had merely a pla- 
cebo action, or its original physiologic effective- 
ness has been unchanged but has been overcome 
by the patient’s craving for food.) 
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3. Future dietary success would be attained if 
the patient could learn “good eating habits.” 
(Actually most obese patients are quite familiar 
with “good eating habits’ but are psychologically 
unable to maintain them.) 


Internal and External Motivations 


Because most patients will not adhere to the 
prescribed dietary programs, the general treat- 
ment results are so poor that each salvaged 
patient is a triumph. The number of individual 
salvages may be increased by providing new in- 
ternal or external incentives. An internal stimu- 
lus can come when the patient’s psychic status 
has been permanently changed by individual 
psychotherapy (not generally available), by a 
myocardial infarction (not usually desirable) or 
by other major alterations in his life (not easily 
controllable). External motivations come from 
social pressures for the esthetic desirability of a 
thin body and from statistics suggesting a higher 
life expectancy at a lower weight. Many new 
medications and new or radical diets are appeal- 
ing because their novelty induces a patient to try 
them and thus to resume weight reduction. 


The Physician’s Role as a Therapeutic Agent 


A variable often not considered is the support 
given by the physician-therapist. The role of the 
physician as a therapeutic agent frequently may 
be a decisive feature. When a patient’s resolution 
begins to wane, the physician’s support may 
make the patient maintain a regimen which he is 
beginning to find intolerable. Many physicians 
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do not perform this therapeutic role because 
they may be disinterested or discouraged by their 
frequent failures with obese patients. They also 
may find it too difficult or time consuming to 
learn, prescribe and check the many complexities 
of intake and caloric measurements in standard 
food diets. Formula diets and other methods in- 
volving drastic food restriction may be successful 
because the physician and dieter who use this 
form of therapy are not faced with many of the 
complexities of selecting food diets. Therefore, 
the physician can devote more attention to the 
patient and less attention to the diet. 

The physician can perform some of his other 
therapeutic roles by: (1) taking an active interest 
in the patient as a person and permitting the 
patient to develop a feeling of identification and 
ventilation, (2) reassuring the patient that many 
of the symptoms which arise are caused by 
anxiety and not by the diet itself and (3) seeing 
the patient frequently, at which time the above 
two functions can be performed and the “‘watch- 
dog’”’ function of frequent check-ups can be avail- 
able. 

A diet is the one form of therapy which cannot 
be taken in a positive way. In most treatments, 
the physician gives the patient something definite 
to do, such as taking an injection, pill or exercise. 
However, in a diet, the physician is prescribing 
something negative; the patient must avoid eating. 
To conquer the difficulties of maintaining “nega- 
tive” therapy, the patient needs all the help he 
can obtain. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Idiopathic 
Diaphragmatic Paralysis 


SOL KATZ, M.D. 
Associate Editor, GP 


THE ETIOLOGY of paralysis of one of the hemi- 
diaphragms is usually readily established. How- 
ever, occasionally unilateral diaphragmatic 
paralysis is truly idiopathic because careful history 
and detailed examination of the neck, thorax and 
abdomen fail to reveal the cause. Several possi- 
bilities have been suggested to account for this 
disorder, among them: (1) involvement of the 
phrenic nerve as a result of birth injury to the 
brachial plexus; (2) damage to central nuclei by 
subclinical poliomyelitis; (3) neurotoxic infection 
(diphtheria) ; (4) a selective neuritis of the phrenic 
nerve following the administration of tetanus 
antitoxin; (5) “phrenic neuritis” associated with 
pneumonia and following herpes zoster affecting 
cervical cord roots, and (6) primary inflammation 
of the diaphragm (acute primary diaphragmitis). 

Obviously, if circumstances exist that can ex- 
plain the diaphragmatic paralysis, the term 
idiopathic should not be used. This designation 
should be reserved for those cases in which no 
apparent etiology can be demonstrated or reason- 
ably inferred. 

Ordinarily, symptoms are absent although 
some patients may have exertional dyspnea usu- 
ally in the presence of underlying lung disease. 
Pain in the shoulder and hiccup have rarely been 
noted. Associated idiopathic unilateral vocal cord 
paralysis and involvement of the facial nerve 
with unilateral paralysis of the facial muscles 
have been reported. 
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The diaphragmatic paralysis may be permanent 
or temporary. In the latter situation, many years 
may elapse before a return of function is ob- 
served. Careful follow-up studies reveal complete 
or partial recovery in about 25 per cent of the 
patients. Idiopathic diaphragmatic paralysis is 
not usually a reflection of a serious underlying 
disorder. 

Paralysis of the diaphragm can be detected by 
fluoroscopic examination. The involved dia- 
phragm is elevated, immobile and moves para- 
doxically. Paradoxic motion is an important 
criterion in the definition of paralysis of the 





FIGURE 1. Chest film demonstrating elevation of right leaflet 
of the diaphragm. This leaflet was immobile and moved 
paradoxically. 
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diaphragm because elevation and immobility 
alone are seen in other types of diaphragmatic 
dysfunction such as pleural fibrosis and sub- 
phrenic abscess. Paradoxic movements are those 
opposite to the normal variations in diaphrag- 
matic position in inspiration and expiration. 
Normally, deep inspiration causes an increase in 
intra-abdominal pressure as both diaphragm 
leaflets descend. If one leaflet is paralyzed it pas- 
sively moves upward as the intra-abdominal 
pressure increases during inspiration. Thus, as the 
healthy leaflet descends, the functionless leaflet 
ascends and vice versa. This is paradoxic motion. 





FIGURE 2. (frontal and lateral views) With diagnostic pneumo- 
peritoneum the diaphragmatic elevation is exaggerated. The 
presence of air under the diaphragm excludes subphrenic 
abscess and also clearly eliminates infrapulmonary pleural 


effusion. 
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It is more easily detected with sudden changes in 
intrathoracic and intra-abdominal pressure as in 
coughing and sniffing. With inspiratory sniffing 
an abrupt elevation of the involved diaphragm 
occurs at times when a slow, normal inspiratory 
effort does not disclose paradoxic motion. 

Roentgen examination of the chest is important 
for the detection of an underlying disorder which 
involves the phrenic nerve. Pneumoperitoneum 
exaggerates the elevation and is useful in the ex- 
clusion of subphrenic abscess and infrapulmonary 
pleural effusion which may simulate a high 
diaphragm. 
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Bedside Cardiology: 
The Clinician’s Return 


DAVID WAXMAN, M.D. 
E. GREY DIMOND, M.D. 
AND ALBERTO BENCHIMOL, m.p. 


Cardiovascular Laboratory, Department of Medicine 
University of Kansas Medical School 
Kansas City, Kansas 


Studies on the physiologic changes 

taking place in the diseased heart 

by angiocardiography, cardiac catheterization 
and phonocardiography have made 

it possible to correlate these data 

with clinical information derived 

from palpation, auscultation and percussion. 
Surprisingly accurate information can be 
obtained from a careful and thorough clinical 
examination of the heart, frequently making 
further elaborate studies unnecessary. 





Though old the thought and oft exprest, 
’Tis his at last who says it best. 
JAMES RUSSELL LOWELL 
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OCCASIONALLY, in medicine, as in other patterns of 
life, ideas of remote origin reach their full promise 
only when newer events authenticate and docu- 
ment their value. In therapeutics we have seen in 
recent years the modern proof of older beliefs in 
the use of reserpine. 

Almost unrecognized, the old art of the bedside 
cardiovascular examination has enjoyed a vigor- 
ous authentication. This new vigor stems practi- 
cally entirely from recent, scientifically acquired 
information about the cardiovascular system and 
is the result of the past decade’s experiences with 
right and left heart catheterization, cineangiog- 
raphy and electrocardiography, and their docu- 
mentation by the cardiovascular surgeons. Vital 
physiologic proof of the clinician’s impression is 
now gained not at the autopsy table but at the 
operating table. Concepts of flow, dilatation, tur- 
bulence, resistance and even hypertrophy are lost 
in the morgue. With complex physiologic meas- 
urements and direct visual confirmation in the 
operating room, today’s cardiologist has reviewed, 
added to and confirmed the role of the bedside 
clinician. Exotic problems of ostium primum, 
ostium secundum, Ebstein’s disease and trans- 
position have served the broader purpose of defin- 
ing accurately old areas of medicine which actually 
passed from prominence in the days of Mackenzie. 
Observation of the jugular pulse and the pre- 
cordium; palpation of the radial pulse, all great 
vessels and the precordium, and precise ausculta- 
tion have all progressed far beyond the level of our 
medical school days. In our concern about the 
body’s biochemistry and in our preoccupation 
with therapeutics, the bedside stethoscope-carry- 
ing clinician has quietly carried off a revolution. 


Precordium 


We will try to outline the extent of this event by 
discussing and illustrating but one area: the in- 
spection and palpation of the precordium. 

A large percentage of the energy emanating 
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from the heart and transmitted to the chest wall 
is not within the frequency range of human audi- 
bility (Figure 1). Yet this energy is still a measur- 
able quantity, since it is presented to the pre- 
cordium as visible and palpable phenomena. The 
observer soon develops an acute awareness of the 
position, size and activity of the apex impulse; the 
force and extent of the precordial pulsation, palpa- 
ble sounds and thrills. Normal cardiac activity 
influences the precordium in a definite manner 
and changes due to the presence of disease or 
other factors brings about discrete differences 
discernible by the mere “laying on of hands.”’ 


EXAMINATION 


The examination should be conducted under 
conditions which are considerate of the patient’s 
comfort and which promote his relaxation and 
cooperation. The patient should be examined in 
the supine, sitting and left lateral decubitus posi- 
tions. The examiner, seated on the patient’s right, 
is easily able to visually inspect and palpate the 
precordium as the patient’s position is changed. 
The examination should be performed under a 
good light, preferably an indirect one. Changing 
the angle at which the light strikes the precordium 
sometimes brings out certain chest configurations 
and movements which are otherwise difficult to 
see. First, the entire precordium should be visually 
inspected and attention directed to its size and 
shape. Disproportion between the left and right 
chest, as well as areas of specific bulging suggestive 
of underlying cardiac chamber enlargement, are 
also important to recognize. Abnormal precordial 
movements, heaving or lifting should be noted 
and described as to position, size and degree of 
activity in order to determine the degree of en- 
largement or hypertrophy of the responsible car- 
diac chamber or chambers. The left precordium 
should be inspected for a left ventricular apex beat 
and, if present, should be described as to position, 
area and degree of activity. A right ventricular 
outflow tract thrust may frequently be seen along 
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FIGURE 1. Cross-hatched areas show frequency ranges of audi- 
ble and inaudible cardiac phenomena. Area under curve shows 
estimated distribution of energy of heart sounds at different 
frequencies. Note that almost 90 per cent of the heart’s vibra- 
tional energy is below the audible level . . . and, therefore, the 
need for inspection and palpation. Modified from data by 
Williams, Dodge, Folger, Smith and Fleming. 


the left parasternal line (Figure 2a). A palpable 
right ventricular thrust may be present in pul- 
monary hypertension. 


PALPATION 


The palpation of the precordium should be per- 
formed using the flat of the hand and alternately 
the tips of the fingers. The areas examined should 
include the aortic area (second right intercostal 
space), pulmonic area (second left intercostal 
space), left sternal border (third to fourth left 
intercostal space), sternum (third to fourth inter- 
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costal space) and apex, point of maximal impulse. 
The information elicited from the examination 
depends, naturally, on the ability and experience 
of the examiner. The more attention and thought 
one gives to detail and accuracy, the greater the 
knowledge of the underlying pathology one may 
obtain. The palpable information presented to the 
hand is in the form of precise shocks, discrete 
pulsations, gross pulsatory movements which are 
heaving and lifting in character, aspiratory move- 
ments (away from the hand) and thrills. A dis- 
crete shock is obtained over a valve area. This is 
due to the closure of the valve. As a rule, valve 
closure is palpable only when accentuated (Figures 
2 and 4b). Palpable pulsations may be associated 
with right and left ventricular apex beats, and 
right and left third and fourth heart sounds 





FIGURE 2A. Movement of precordium at pulmonary area in 
patient with mitral insufficiency and pulmonary hypertension. 
Reference sound tracing at pulmonary area. Note the palpable 
lift of the pulmonary outflow tract and the palpable pulmonary 
second sound which is reflected in the precordial movement. 


FIGURE 2B. Movement of precordium at apex in same case as 
Figure 2a. Reference sound tracing at apex. Note palpable 
pulmonary second sound which is reflected in precordial move- 
ment. Note the rapid filling component (RF W) which although 
palpable did not result in an audible sound. Note the marked 
systolic lift due to left ventricular hypertrophy. 
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FIGURE 3A. Movement of the left precordium in patient with a 
ventricular septal defect. Reference sound tracing. The rapid 
filling of the left ventricle in diastole produces a forward move- 
ment of the precordium, synchronous with the third heart sound 
demonstrated in the heart sound tracing. A systolic thrill was 
palpable along the left parasternal line. The pulmonary second 
sound was palpable (not demonstrated). 


FIGURE 3B. Movement of the left precordium in patient with 
mitral regurgitation. Reference sound tracing from apex. Note 
lift of the precordium in systole due to left ventricular hyper- 
trophy and the marked diastolic lift due to the great inflow of 
blood through the mitral valve in diastole. This palpable diastolic 
movement times exactly with the audible third heart sound. 


FIGURE 3c. Movement of the left precordium in patient with 
mitral stenosis. Reference sound tracing from apex. Note short 
duration of precordial lift due to small diastolic filling through 
a stenosed mitral valve. Note the diastolic movement (SFW) is 
gradual and not palpable. Compare to mitral regurgitation, 
Figure 3b. 


(Figures 3a, 3b, 4a, 5 and 6). Gross precordial 
pulsations caused by underlying cardiac chamber 
enlargement and thrills caused by murmurs of 
grade III or greater intensity will be described in 
greater detail later. 
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In Health. The examination in healthy indi- 
viduals reveals the precordium to be relatively 
quiet, and the movements primarily related to 
respiration. At the apex position at approximately 
the fourth intercostal space, midclavicular line, 
the left ventricular apex beat may be seen and 
palpated. However, absence of the apex beat in 
adults is not unusual. The normal apex beat 
covers a small area and is of relatively short dura- 
tion, has a sharp percussive quality and a regular 
rhythm. The apex beat is due to an increase in 
curvature and rotation of the heart, bringing the 
left ventricle in contact with the chest wall. In 
children and in thin individuals, a visible and 
palpable retracting pulsation may sometimes be 
seen normally in the second and third left inter- 
costal space. This pulsation is of short duration 
and does not give one the impression of an under- 
lying hypertrophy. Increased output associated 
with fever, pregnancy, emotions or activity may 
accentuate this pulsation. The examination of the 
pulmonic area should not normally reveal the 
presence of a visible or palpable pulse or shock 
denoting the presence of an accentuated pulmonic 
second sound (Figure 7). 

In Disease. The visible and palpable precordial 
findings in disease depend on the type and degree 
of cardiac involvement. The heart is secondarily 
affected in certain disease states which call for 
increased cardiac output as in hyperthyroidism 
and anemia. The increased blood flow is brought 
about by increased cardiac rate and force of con- 
traction. The left ventricular apex impulse be- 
comes more active and vigorous denoting in- 
creased strength of left ventricular contraction. 
The right ventricular contraction increases in 
vigor, and the right ventricular outflow tract be- 
comes more pulsatile. The increased volume of 
flow across the pulmonary valve may create a 
relative stenosis with increased turbulence and an 
associated thrill. Increased flow across the A-V 
valve may be associated with a diastolic thrill. 
Greatly increased pulmonary flow may result 
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FIGURE 4A. Movement of the precordium in auricular septal 
defect without pulmonary hypertension. Note the wide splitting 
of the second sound and the right ventricular third sound. The 
splitting of the second sound is frequently detectable by palpa- 
tion. 


FIGURE 4B. Movement of the right precordium in auricular 
septal defect with pulmonary hypertension. Note the systolic 
ejection click and the accentuated palpable single second sound 
suggesting pulmonary hypertension. Observe the arteriai dias- 
tolic murmur of pulmonary regurgitation which begins with 
the second sound. 
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FIGURE 5. Movement of the left precordium in severe aortic 
stenosis. Associated apex sounds at top for reference timing. 
Left ventricular pressure was 250/0 mm. Hg. Note the palpable 
atrial systole, long sustained left ventricular systolic wave with 
a second lift in late systole. 
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in a hyperkinetic pulmonic hypertension with 
early and accentuated pulmonary valve closure 
and a resultant palpable pulmonic second sound. 


Cardiac Symptoms 


RIGHT VENTRICULAR HYPERTROPHY 


Systolic hypertrophy of the right ventricle 
causes a concentric enlargement of the myocar- 
dium. This does not result in a greatly enlarged 
right ventricle; and consequently, although right 
ventricular contractions are increasingly forceful, 
their transmission is only to a small area of the 
overlying precordium. In pulmonary stenosis a 
visible and palpable pulsation may be found in the 
fourth and fifth left intercostal interspace 
(Figure 6). 


RIGHT VENTRICULAR HYPERTROPHY 
AND DILATATION 


Hypertrophy with dilatation results in enlarge- 
ment of the right ventricle with an associated 
increase in strength and duration of contraction. 
The right ventricular pulsations become broad- 
ened and a lifting quality may be visualized and 
palpated far to the left of the sternum. In cases 
of extreme right ventricular enlargement, the left 
ventricle rotates posteriorly and a left ventricular 
apex beat may no longer be obtained (for example, 
ventricular septal defect with pulmonary hyper- 
tension). 


LEFT VENTRICULAR HYPERTROPHY 


The normal left ventricle may impart an apex 
beat to the left precordium, which as described 
before, is a weak pulsation and is present over a 
small area. As the myocardium hypertrophies, 
forcefulness of contraction increases, the apex beat 
becomes accentuated and broadened, and may 
have a lifting, heaving quality. The clinical find- 
ings in hypertrophy of the left ventricle due to 
aortic stenosis or systemic hypertension can best 
be understood if you consider the movements of 
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FIGURE 6. Movement of the left parasternal area in patient 
with severe pulmonary stenosis. Pulmonary area sound tracing 
at top of illustration. Right ventricular pressure was 230/0 mm. 
Hg. Note the early movement of the chest wall (a) associated 
with systole of the hypertrophied right atrium and occurring 
synchronously with the fourth sound. Note sustained right 
ventricular systole. The fact that the pulmonary component of 
the second sound is diminished and therefore difficult to pal- 
pate, would be good bedside evidence that the right heari hyper- 
trophy is due to pulmonary valve obstruction, not pulmonary 
hypertension. 


a muscular chamber as it contracts to eject blood 
past an obstruction or into an area of increased 
pressure. This results in a forceful, sustained, 
thrusting motion which one is able to observe and 
palpate in the area overlying this chamber, usually 
the apical area. The extent and degree of thrust 
naturally depends on the degree of left ventricular 
hypertrophy. One may consequently appreciate 
an increase in left ventricular ejection time due to 
this obstruction to flow, and this is apparent on 
examination (Figure 5). 


LEFT VENTRICULAR HYPERTROPHY AND 
DILATATION 


Left ventricular hypertrophy and dilatation 
due to increased diastolic filling, as found in 
ventricular septal defect or aortic insufficiency, 
presents extremely interesting findings which also 
can be understood in light of the dynamics of the 
cardiac lesion. With greater diastolic filling the 
heart dilates and hypertrophies in order to main- 
tain a satisfactory output. The large amount of 
blood which is presented to the left ventricle be- 
cause of these lesions is ejected rapidly during 
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systole. In these situations the enlarged left ven- 
tricle imparts a broad, apical thrust to the pre- 
cordium which has a heaving quality, but because 
of the shorter left ventricular ejection time it is 
not a sustained thrust but a relatively short one 
when compared with the left ventricular hyper- 
trophy or aortic stenosis (Figures 3a and 3b). 


MYOCARDITIS 


In cardiac dilatation due to myocarditis, there 
is a weakening of the myocardium with decreased 
force of ventricular contraction. The left ventricu- 
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FIGURE 7. Normal precordial movements in a young, well- 
conditioned athlete. Note the palpable systolic lift and the 
detectable rapid filling in diastole. Note the immense movement 
of the precordium in diastole producing energy which is palpa- 
ble but not audible, (see Figure 1). 
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FIGURE 8. Movement of the left precordium in myocarditis. 
Heart sounds from apex for reference. Note the third heart 
sound synchronous with the apex of the rapid filling wave of 
the apex cardiogram. The characteristic precordial movement 
tm myocarditis is one of a visible double movement with each 
cardiac cycle. Frequently the entire precordium shares this 


= rocking movement. Normal valve “‘shocks”’ are absent or 
unted. 
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lar apex beat, if present, is extremely feeble and 
as the ventricle dilates, moves to the left and 
downward. The presence of a relatively quiet 
precordium with the left apex beat shifted far to 
the left is suggestive of a dilated heart with de- 
creased muscular tone. A common finding in 
myocarditis is the third heart sound which is 
palpable with the same vigor as the systolic lift— 
giving a sensation of a double lift with each car- 
diac cycle. These findings are in contrast to those 
of the dilated and hypertrophied heart due to 
mitral regurgitation, which is associated with in- 
creased force of contraction with a broad apical 
thrust (Figure 8). 


MYOCARDIAL INFARCTION AND ANGINA 


A recently confirmed observation has been 
made during attacks of myocardial infarction and 
angina. Perhaps in these diseases there occurs in- 
complete ventricular emptying causing overload- 
ing and dilatation of the involved myocardium. 
Thus, early in myocardial infarction a local area 
of weakened and dilated ventricular wall may pro- 
duce a visible pulsation of the overlying pre- 
cordium of a temporary nature. If aneurysmal 
dilatation develops and persists, the precordial 
impulse may do likewise. This finding has also 
been noticed during attacks of angina and dis- 
appears with the cessation of the attack. The 
pulsation is of low energy and can easily be missed 
unless special pains are taken to watch for this 
phenomena, which is generally not forceful enough 
for manual palpation. 


INCREASED PULMONARY RESISTANCE 


Pulmonary resistance to blood flow is normally 
low and in the range of one to two and one-half 
units. When the pulmonary resistance is normal 
and the associated pressure gradient across the 
pulmonary valve in diastole is small, the sound of 
pulmonary valve closure is soft and present in a 
small area at the second left intercostal space. 
However, with increase in pulmonary resistance 
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from any cause, and with increase in diastolic 
pressure gradient across the pulmonary valve, a 
shortening of right ventricular systole with early 
and accentuated pulmonic second sound results. 
The palpation of a shock of an accentuated pul- 
monary valve closure suggests a diagnosis of pul- 
monic hypertension and is usually extremely im- 
portant in determining the prognosis of a par- 
ticular cardiopulmonary dysfunction (Figures 4b, 
2a and 2b). 


THIRD HEART SOUND 


Normal filling of either the right or the left 
ventricle in diastole may result in what has been 
described as a right or left cardiac third or filling 
sound. A suggested cause for this sound is the sud- 
den and rapid movement of 75 per cent of the 
diastolic blood flow across the A-V valve. The 
normal third heart sound is often found in young 
people. A pathologic third sound results when 
there is an increase in ventricular filling over and 
above the normal. This may occur in an auricular 
septal defect with a large left-to-right shunt with 
increased diastolic filling of the right ventricle 
resulting in a right ventricular third sound found 
and sometimes palpated, at the right and left 
sternal border (Figure 4a). The ventricular septal 
defect which shunts blood left-to-right in systole 
presents the left ventricle with an increase in 
diastolic volume and may result in a third sound 
palpabie over the left ventricle at the apex (Figure 
8a). Mitral insufficiency may also produce a palpa- 
ble third heart sound at the apex and suggests 
severe mitral regurgitation (Figure 3b). The third 
heart sound gallop due to heart failure may also 
be palpable, and its location is determined by the 
particular ventricle responsible for it. 


FOURTH HEART SOUND 


The atrial or fourth heart sound results from 
overloading the auricle and an increased force of 
atrial contraction results. This sound may be 
palpable, and may arise from either the left or 
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right auricle. The fourth sound is easier to detect 
in the presence of an auricular-ventricular dissoci- 
ation and disappears in the presence of auricular 
fibrillation. The left auricular fourth heart sound 
may arise due to systemic hypertension and aortic 
stenosis and is best detected at the apex (Figure 5). 
The right auricular fourth heart sound may arise 
in pulmonic stenosis (Figure 6) or pulmonic hyper- 
tension and is best detected at the right and left 
sternal border. The fourth sound is not a normal 
finding, and its presence usually indicates severe 
cardiac pathology. 


THRILLS 


Thrillsare palpable vibrations of the precordium 
caused by an underlying cardiac murmur of grade 
III or greater intensity. The point of maximal 
thrill usually overlies the point of maximal mur- 
mur intensity. The thrill may be small and dis- 
crete or diffuse and may be systolic or diastolic, 
or both. It is best palpated with the flat of the 
hand and may be accentuated by varying the posi- 
tion of the patient. When present the thrill is 
highly suggestive of an organic cardiac lesion and 
should be searched for over the entire precordium. 
The thrill of aortic stenosis is best palpated at the 
aortic area, while that of aortic regurgitation may 
be found at the left sternal border in the third to 
fourth intercostal space. The thrill of pulmonic 
stenosis is best palpated at the pulmonic area, 
while that of ventricular septal defect is best pal- 
pated at the fourth left intercostal space. The 
thrills of mitral stenosis and mitral regurgitation 
are best found at the apex. A very distinct thrill 
can occasionally be felt in normal conditions of 
high flow; just below the clavicle in children, due 
to a great rate of flow through the venous system 
and over the pulmonary area in physiologic con- 
ditions such as pregnancy, excited slender chil- 
dren, after exertion and so forth. 

The various visible and palpable precordial 
phenomena have been described and have been 
shown to be definitely related to the underlying 
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cardiac chambers. It is important to be able to 
time these phenomena, and this may be done by 
comparing any precordial activity with the carotid 
or jugular pulse. 


Conclusion 


This appreciation of the significance of cardiac 
dynamics is certainly not new. One needs to but 
recall the beautiful tracings of Mackenzie and the 
immense contribution resulting. It is a character- 
istic of each generation to present old ideas but 
restated. 

However, today’s cardiologist has had the op- 
portunity of following the patient from the clinic, 
to the phonocardiographic laboratory, to the 
catheterization room and on to the surgical table 
where the living but stilled, open heart can be 
viewed. This has resulted in the identification of 
relationships between clinical findings, physiologic 
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measurements and living anatomy— information 
not generally apparent when the heart is en bloc 
on the autopsy table. 

One example of the new skills of bedside cardi- 
ology has been illustrated. Study of the jugular 
pulse, the carotid, radial, femoral pulse, and above 
all, auscultation has improved so greatly that 
much of the need for the special methods of 
catheterization has been eliminated. When the 
careful study of these physical findings is added 
to the information available in an electrocardio- 
gram and roentgenogram, a trained observer 
should be able to indicate the etiology, anatomic 
and physiologic change, prognosis and indicated 
therapy with a very high order of accuracy. The 
stethoscope-carrying, bedside cardiologist has re- 
turned! 


All phonocardiograms were taken on the Sanborn Twin 
Beam phonocardiograph at a paper speed of 75 mm./sec. 





Specific Schizophrenia 


EVEN THOUGH schizophrenia has not been accom- 
panied by any known brain disorder, Symonds 
postulates that gross lesions of the brain are not 
selective enough and the recognizable lesions are 
too gross to consistently demonstrate patterns of 
psychologic disturbance. Two case studies are 
presented of a brother and sister who developed 
typical schizophrenia associated with a left 
frontal lobe glioma. The author admits that this 
occurrence of two diseases may ‘be due to chance 
and urges careful observation of patients with 
organic brain lesions, including those caused by 
trauma, for evidence of affective and schizo- 
phrenic illness. 
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This is the first of a series of articles 
on hernia, arranged by Associate Editor 
for Surgery Howard C. Baron. 

The object of GP’s “‘hernia’”’ series is to present 
the salient features of the anatomy, 
diagnosis and operative technique 

of the various types of hernia. 

In this first article, the evolution 

of the hernia operation is traced 

from the days of the Egyptian Pharaohs 
to the mid-20th century. 
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It has been suggested that the descent 

of man has been concurrent with the descent 
of his hernia. Certainly hernia is as old 
as the history of our forebears, 

and all forms of therapy 

have been utilized over the eons. 
Patients have been bled, rebled, 

plied with heat, then cold, hacked, 
hewn, slashed, cauterized and castrated. 
This mayhem continued until 

the mid-19th century when the basis 

for the modern treatment was founded. 
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“Tf no other field were offered to the surgeon 
for his activity than herniotomy, it would be 
worth while to become a surgeon and devote 
an entire life to this service.””—SHUH 











BEFORE THE TURN of the century, Halsted, in an 
address to a group of surgeons on the subject of 
hernia, began with the preceding quotation. Since 
then, new vistas have been opened by the surgeon 
and modern techniques, anesthesia and asepsis 
have far surpassed the dreams of our forebears. 

The history of surgery can be traced through 
the developing concepts of hernia. Several 
thousand articles on inguinal hernia have ap- 
peared in medical literature during the past 75 
years. Even though this is only one brief, albeit 
prolific, period in the recorded history of medicine, 
it serves as testimony to the frequent occurrence 
and interest manifest in this condition. In many 
respects the history of herniology follows a typi- 
cal Darwinian evolutionary pattern, with numer- 
ous false channels and blind branches deviating 
from the main stream. These diversions illustrate 
the basic principles of repairs and demonstrate 
the ingenuity of our surgical ancestors. 

Herniologists have long used different termi- 
nology for describing the same anatomic struc- 
tures, and texts are filled with many eponyms. 
These terms are charming tributes to famous 
physicians but, nevertheless, are confusing to the 
hernia student. Gimbernat, Cooper, Hasselbach 
and Poupart never would have believed that they 
could achieve academic immortality through 
small bits of connective tissue. 


Etiology 
The etiology of hernia has achieved some medi- 


colegal significance, in addition to its scientific 
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import. Galen originally believed that the pri- 
mary defect was a true rupture of the peritoneum. 
Centuries later, Rhazes of Persia, and Guy de 
Chaulliac emphasized that indirect hernias begin 
with a peritoneal diverticulum, which coincides 
with our present thinking. Supporting this hy- 
pothesis, John Hunter recorded some very astute 
observations on the embryology and anatomy of 
congenital hernias in relation to the descent of the 
testis. Various autopsy series in different age 
groups show the presence of peritoneal diverticu- 
lae in patients without clinical evidence of hernia. 
Sudden increases in intra-abdominal pressure in 
these patients may cause the development of an 
indirect hernia. Most indirect inguinal hernias 
(excluding the so-called congenital variety) 
would be a combination of congenital and ac- 
quired pathology. 

Generally, direct hernia is considered ac- 
quired. The primary defect is attenuation of the 
transversalis fascia by degeneration of age, 
obesity and the like, with superimposed increased 
intra-abdominal pressure, as produced by in- 
testinal obstruction, strains and blows causing 
the acute development of hernia. 


Art and Archaeology 


Ancient art and archaeology prove that in- 
guinal hernias were recognized long before the 
time of Christ. Descriptions of hernias are some- 
what rare in the Egyptian papyri, the writings 
of the early Greeks and even in the treatises of 
Hippocrates. This may indicate that the descrip- 
tion of hernias has always fallen into the province 
of less literate craftsmen, rather than scholars, 
magicians, priests and internists. However, the 
finding of trusses in Egyptian sarcophagi; in- 
guinal hernias portrayed in Greek and Roman 
sculpture, and derisive remarks toward those so 
afflicted in the Greek and Roman literature, 
indicate that the public was less reticent than the 
scholars about documenting this malady. 
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ORIGIN OF THE TERM ‘HERNIA’ 


The term itself probably stems from the Greek 
word “hernios,’”’ meaning branch or offshoot. In 
the 16th century, Ambrose Paré acknowledged 
the contribution of the Greek physicians. Speak- 
ing about nomenclature, he stated: 

“The Greeks have given to all these several 
names, both from the seat of the tumor, as also 
from their matter. For this they have called an 
unperfect rupture which descends not beyond the 
Groines, nor falls downe into the Coddes, Bu- 
bonocele: but the compleate which penetrates into 
the Coddes, if it be by falling down of the Gut, 
Enterocele: if from the Kall (omentum), Epi- 
plocele ...” 


Greek and Roman Herniorrhaphy 


Although the Greeks and Romans undertook 
operative repair of hernias only as a last resort, 
they showed a remarkable grasp of the principles 
of herniorrhaphy. Claudius Galen, in the second 
century A.D., described an operative repair in 
the sixth volume of his compendium of contem- 
porary medical knowledge: 

“One makes an incision the length of three 
fingers’ width in the inguinal region above the 
swelling. One separates the skin and fat and ex- 
poses the peritoneum and pushes aside the in- 
testines with the tip of a sound. The bulges of the 
peritoneum, which are found on two sides of the 
sound, are united with sutures after the sound is 
withdrawn; one does not cut the peritoneum or 
touch the testicle, but one proceeds simply to the 
treatment of the wound.” 

Herniology declined after the fall of Rome, and 
the evolutionary “‘main stream’”’ lay stagnant for 
nearly a thousand years. Its practice was limited 
to the Gelders, as Paré called them, who per- 
formed numerous varieties of mutilating, emas- 
culating operations during their travels through 
Europe. The nature of their work often pre- 
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cluded the establishment of permanent residence. 
Unfortunately, significant advances were lost, 
such as that of Paulus Aegenita, an Alexandrian 
surgeon of the seventh century, who had recorded 
an operation which consisted of double ligation 
and excision of the distal sac and cord. 


Arabian Cautery 


Throughout this period, the Arabians de- 
veloped a different approach to the repair of 
hernias. They became the custodians of the Hip- 
pocratic and Galenic literature after the fall of 
Rome, and heeding Hippocrates, developed 
cautery to a fine art. They burned through the 
tissues of the inguinal canal down to the pubic 
bone, allowing the defect to heal by granulation. 
The concept of performing such an operation 
without anesthesia defies the imagination. 


‘Punctum Aureus’ 


In the 16th century, Bernard Metis ligated the 
sac and cord with a single gold thread, attempt- 
ing to preserve the testicular circulation. Un- 
fortunately, if the ligature was loose enough to 
provide for the blood supply, the hernia often 
recurred, and conversely, if the hernia was ade- 
quately contained, the testicle was necrosed. 
Geraldus of Metz ligated the sac in a similar 
manner after freeing it from the cord. The latter 
operation became the famed “‘Punctum Aureus” 
procedure popularized by Paré. 


METHODS OF SAC ISOLATION 


Paré described three methods of performing 
this operation. In all three, a small incision was 
made over the “share bone” (pubis) and the sac 
was isolated by dissection with a cane or pipe. In 
the first method, six strands of the cord were 
wrapped around the sac and tied with a “strait 
knot.”’ The ends were allowed to hang out of the 
wound and slough by putrefaction. The second 
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method was twisting a single strand of gold wire 
securely, cutting the ends short and turning them 
in. In the third method, a lead wire was wrapped 
around the sac, twisted and brought out through 
the wound. After scarring occurred, the wire was 
untwisted and removed. 

Utilizing uncut sutures as their own drains 
was common practice until the time of Lister. 
Lister’s suggestion that sutures could safely be 
cut short in properly treated wounds led to an 
attack on his whole theory by Simpson and 
others. Paré described the classical signs of strang- 
ulated hernia and noted that the public called 
them colloquially ‘‘miserere mei.” 

Little valuable information was learned during 
the next two centuries and elective herniorrha- 
phies remained heroic. Even the development of 
antisepsis and anesthesia was slow in removing 
the cloud of fear. In 1885, L. B. Keetling, in an 
article published in the Annals of Surgery, warn- 
ing of the grave danger to the vas and cord in 
“radical’”’ operations, stated: “It is easy to esti- 
mate lightly the value of another man’s testicle.” 

Craft, a Cleveland surgeon of the same period, 
attempted to repair indirect hernias by inserting 
a positive electrode connected to 10 cells into the 
inguinal canal for 10 minutes. He believed that 
the negative current dissolved a scar. A few 
decades earlier, several European surgeons at- 
tempted to keep the indirect sac reduced by 
manual reduction and percutaneous suture across 
the inguinal canal. Many men, including some 
of our own contemporaries, have tried to oblit- 
erate the sac by injecting various sclerosing 
solutions. 


Modifications of High Ligation of the Sac 


Modifications of high ligation of the sac were 
next in evolutionary, if not entirely chronological 
order. Noted surgeons of the 1880’s and 1890s, 
such as Czerny, Ball, Bull, Macewen and Barker 
introduced various twists and methods of sutur- 
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ing the neck of the sac with fixation to surround- 
ing structures in an attempt to prevent indirect 
recurrences. Since there was no provision to 
buttress the attenuated floor of Hasselbach’s tri- 
angle through which direct recurrences protrude, 
their efforts were not too successful. 


MARCY’S KANGAROO SUTURE 


About 1869, a Boston surgeon, H. O. Marcy, 
began repairing inguinal hernias by high ligation 
of the sac, followed by suture of the superior leaf 
of transversalis fascia and conjoined tendon (in- 
ternal oblique) to the shelving edge of Poupart’s 
ligament. He attributed his improved results to 
the use of kangaroo tendon as suture material. 
Marcy may have been the first man to use ab- 
sorbable sutures for herniorrhaphy. He was also 
the first American student of Lister. His descrip- 
tion of the transversalis fascia was an outstanding 
contribution, not fully appreciated at that time. 
Watson, in his monograph on hernia, relates a 
fascinating anecdote on the relationship of Marcy’s 
and Bassini’s work. When Marcy presented his 
work to a London surgical conference in 1881, 
Bassini sat in the audience and remained silent 
during the discussion of the paper. The confer- 
ence antedated Bassini’s first publication by at 
least seven years, and the implication is that 
Marcy’s report was an inspiration for the Paduan 
anatomist. Marcy himself rejected this hypothe- 
sis despite the great similarity of the operations 
and credited Bassini for his original work. 


BASSINI’S SILK SUTURE 


Bassini did more than Marcy to advance our 
modern knowledge of herniorrhaphy in publica- 
tion and practice. He used interrupted silk suture 
in his repair and included the lower margin of 
rectus sheath in his medial sutures. His recur- 
rence rate of 2.7 per cent of 251 cases from one 
month to four years was considered miraculous 
at the time of his publication. Before his patients 
were taken off the operating table, the anesthe- 
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tist would try to induce vomiting as a means of 
testing the repair. Actually, this tested only the 
strength of the suture material employed and had 
no relationship to the final result of healing. 


HALSTED’S EXTRA-APONEUROTIC CORD 


In the first issue of The Bulletin of Johns Hop- 
kins Hospital, Halsted reported an operation he 
devised for the “‘radical cure”’ of hernia. He pre- 
sented his results on five cases stressing high liga- 
tion of the sac. For the repair, he closed all layers 
of the abdominal wall: transversalis fascia, in- 
ternal oblique aponeurosis and external oblique 
aponeurosis, to the shelving edge of the inguinal 
ligament with interrupted “heavy silk” sutures. 
Therefore, the cord was extra-aponeurotic or 
subcutaneous, rather than subaponeurotic as in 
the Bassini repair. He also used a subcuticular 
wound closure to reduce wound infections. 

Several Baltimore historians point out that 
Halsted’s publication antedated Bassini’s major 
publication by about eight months, but Bassini 
had reported in two obscure Italian journals one 
and two years previously. Halsted was not con- 
cerned with the importance of receiving historic 
credit for himself and acknowledged that both he 
and Bassini drew on the same previous research 
and arrived at their conclusions independently at 
about the same time. He said, “‘Bassini’s opera- 
tion and mine are so nearly identical that I might 
quote his results in support of my operation.” In 
1954, Koontz polled 286 members of the Ameri- 
can Surgical Association and found that the Hal- 
sted repair was the most popular method for 
direct and large indirect hernias. 


INTRA-APONEUROTIC CORD 


E. Willys Andrews, in America, in 1895, and 
Girard, in Switzerland, in 1901, devised an intra- 
aponeurotic placement of the cord in an attempt 
to further strengthen their repairs. The basic 
Bassini suture was employed and the superior or 
lateral leaf of the external oblique aponeurosis 
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was then sutured to Poupart’s ligament. Then, 
the cord was placed over the aponeurosis and the 
inferior or medial leaf was sutured over the cord 
onto the superior leaf. Stetten modified this pro- 
cedure by imbricating the aponeurosis below the 
cord, leaving the cord subcutaneously. Scott per- 
formed the imbrication a la Andrews, but brought 
the cord through the overlapped flap halfway 
down the inguinal canal. Stetten, in an article 
published in 1923, stressed a technical point 
which has since echoed in the ears of neophyte 
surgeons. He recommended that needle punc- 
tures be placed at varying depths in Poupart’s 
ligament to avoid separation of the fibers, which 
run at 90° to the suture material. Roberts and 
Roberts, in 1925, advocated an imbrication of 
internal and external oblique flaps. 

Not all surgeons in the early part of the 20th 
century were so concerned with buttressing 
Hasselbach’s triangle. The results of many series 
using only high ligation of the sac were reported. 
However, there was no significant difference in 
recurrence rate between the use of high ligation 
of the sac and the use of repairs. Our present 
knowledge would lead us to attribute this to the 
selection of cases, since small indirect hernias in 
adults, and most children’s hernias probably will 
be cured without reinforcement of the floor of the 
inguinal canal. 

The change of the obliquity of the inguinal 
canal has long been a point for discussion. The- 
orists contend that the vertical position of the 
cord to the peritoneum in the Halsted repair leads 
to numerous indirect recurrences. Experience has 
not proved this. However, a large variety of 
muscle flaps have been devised, together with 
various positions of cord angles, to preserve or 
occasionally increase the obliquity of the canal. 


Hernias Through the Femoral Canal 


Primary hernias through the femoral canal 
and recurrences in that area have always been a 
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surgical problem. Giuseppi Ruggi, an Italian 
surgeon, in 1893, obliterated the femoral canal 
by suturing Poupart’s to Cooper’s ligament. 
Bassini, in 1894, reported a similar operation. 
Lotheissen, in 1898, reported 12 cases of repair by 
suturing the internal oblique to Cooper’s liga- 
ment. He devised the method while operating on 
a recurrent hernia in which the inguinal ligament 
was excised with the scar, precluding a Bassini 
procedure. Dujarier reported a series of similar 
operations in 1912, and Moskowitz also utilized 
the same method. 


TRANSVERSALIS FASCIA 


The name most frequently associated with the 
Cooper’s ligament repair is McVay. He stresses 
the importance of using transversalis fascia, 
rather than internal oblique, and emphasizes 
that the inguinal ligament is not the proper place 
of attachment for transversalis fascia. He states 
that the continuity of transversalis fascia is 
across Cooper’s ligament and the superior pubic 
ramus, and not across the inguinal ligament. 
MeVay also considers the inflexibility of the 
pubic ramus as an advantage over the mobile 
inguinal ligament. However, many contemporary 
surgeons believe that the continuity of trans- 
versalis fascia can be re-established by taking 
deep bites through the shelving edge of Poupart’s 
ligament, since such a suture will invariably 
catch a leaf of transversalis fascia extending from 
the pubic ramus to the inguinal ligament. Actu- 
ally, the point of anchorage of any suture line is 
much less important than the restoration of con- 
tinuity of the transversalis fascia, since “putting 
on an extra coat does not fix a hole in the shirt.” 


The Choice of Suture Materials 


Recurrences continued to plague surgeons 
despite increasing theoretical knowledge and 
technical competence. The choice of suture ma- 
terial became an important issue and new areas 
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were explored for materials to buttress the at- 
tenuated inguinal floor. The most logical place to 
begin the search for supporting tissues was in 
neighboring structures. The rectus sheath was 
readily available and Halsted described a method 
of turning down a flap of rectus fascia to cover a 
direct defect. This basic procedure has been 
modified and is still considered satisfactory, al- 
though more frequently a sliding rectus graft, as 
described by Tanner, is used. MacArthur, in 1901, 
used autogenous sutures of external oblique 
aponeurosis for a Bassini-type repair, and in 
1909, Kirschner demonstrated the viability of 
free fascial transplants. Nageotte widened the 
applications of fascial grafts by demonstrating 
their durability after alcohol preservation. Two 
Toronto surgeons, Gallie and LeMesurier, in 
1921, devised a basket-weave type of repair of 
the floor of the inguinal canal using strips of free 
fascia lata. Koontz employed a similar technique 
with ox fascia and predicted increased use of this 
repair when better methods of graft preservation 
and sterilization were developed. Several vari- 
eties of fascia lata strippers were introduced to 
facilitate taking the graft. 


PEDICLED GRAFTS OF ILIOTIBIAL TRACT 


In 1934, Wangensteen reported on a series of 
unusual and recurrent hernias using pedicled 
grafts of iliotibial tract. He freed the tract from 
the lower pole and brought it beneath Scarpa’s 
and Camper’s fascia to the inguinal region. If 
there was a loss of the normal structures of the 
inguinal area, as following tumor resection, the 
flap was pulled up beneath the inguinal ligament 
with the exterior side down. In buttressing large 
direct defects, he utilized a Bassini-type repair 
and rotated the flap over the inguinal ligament 
suturing it to the lower edge of the rectus sheath 
with the right side up. In repairing femoral her- 
nias, he split the graft, pulled part of it up below 
the inguinal ligament and sutured it to the lacu- 
nar ligament; he pulled the other part over the 
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inguinal ligament and sutured it to the lower 
rectus sheath. 


BONE AND PERIOSTEAL GRAFTS 


The fibrogenic capabilities of transplanted 
bone and periosteum inspired Veal, in 1937, to 
utilize a bone and periosteal graft from the an- 
terior tibia. The periosteum of the pubis is incised 
below the iliopectineal ligament and the bony 
portion of the graft is sutured in bone surface up. 
The superior attachment is to the undersurface of 
the transversalis and conjoined tendon. Then, 
the periosteal strip is utilized as a fascial suture 
approximating the conjoined tendon to Pou- 
part’s ligament. 


FREE FASCIA LATA AUTOGRAFTS 


Singleton reported a series of recurrent hernias 
repaired with free fascia lata autografts with 
gratifying effect. He sutured the lower end of the 
graft to the inguinal ligament and the upper end 
to the undersurface of the transversalis and in- 
ternal oblique muscle, passing mattress sutures 
through both layers. Then he brought the trans- 
versalis fascia and conjoined tendon to inguinal 
ligament and closed external oblique aponeurosis 
over the cord. He took the fascia lata from the 
lower third of the leg, where it has no muscle at- 
tachments, and stressed meticulous cleaning of 
the areola tissue from the graft site. In several of 
his cases, hernia of the vastus lateralis was a com- 
plication at the donor site. 


CUTIS GRAFTS 


Cannaday extolled the virtues of cutis grafts 
for replacement of fascial defects. He pointed out 
that these grafts had a higher metabolic rate than 
fascia and were more resistant to tension and 
pressure. This technique was developed by Ger- 
man surgeons after Loewe’s report in 1913. Al- 
though various methods were used to obtain the 
graft, no one found an expedient solution for re- 
moving this epidermal layer from the cutis. 
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Objections to this method include introduction 
of infection along remaining hair follicles and the 
possibility of cyst formation because of inevitable 
inclusion of epithelial elements. The graft will 
function when placed right side up or upside 
down. 


METAL MESH TECHNIQUES 


Recently, the use of tantalum mesh has re- 
ceived some publicity. The first use of a metal 
mesh was reported in 1894 by Phelps, who used 
coiled silver wire to buttress the inguinal wall. 
Several other surgeons about the turn of the 
century used modifications of this technique, but 
it fell into disrepute because of occasional dis- 
comfort to the patient, infection, rigidity and 
sentimental distrust of the introduction of for- 
eign bodies. Tantalum mesh has eliminated most 
of these objections. More recently, nylon, dacron 
and orlon prosthesis have been tried in place of 
the more rigid wire mesh. 


Conclusion 


What have we learned from this brief glimpse 
at medical history? Perhaps it has been an ap- 
preciation for the inquisitiveness and creativity 
of our professional ancestors. If we may assume 
that we are clearly in the “main stream’’ today, 
then in recapitulating we can trace the straight 
course in the light of our present concepts on the 
treatment of hernia. The focal point of discussion 
of herniorrhaphy today is the repair and recon- 
struction of the floor of the inguinal canal. It 
seems to matter very little how this is technically 
performed, as long as its continuity is re-estab- 
lished by good fascia. Therefore, we cannot rely 
specifically on any one of the numerous described 
repairs, but we must rely on the surgeon’s ability 
and judgment as he performs the herniorrhaphy. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Treatment and Control 
of Diabetes Mellitus 


HOWARD F. ROOT, M.D. 


Joslin Clinic 
Boston, Massachusetts 


Complications of diabetes such as 

calcified arteries, retinztis, albuminuria 

and renal disease are much less frequent 

or severe in patients under good control 
than in those under poor control. 

This is shown in a study of several hundred 
patients at the Joslin Clinic 

after a 20-year follow-up. 


THE CONTROL of diabetes mellitus is a world- 
wide problem. It may be approached from a con- 
sideration of: (1) our changing concepts of the 
pathologic physiology and natural history of 
diabetes and (2) the immediate responsibility of 
the physician for the application of our present 
knowledge in therapy. 

With regard to the first, the tests for detection 
of diabetes, and therefore our actual knowledge 
of the incidence of diabetes in many parts of the 
world, are still inadequate. Tests for the detection 
of diabetes must recognize the prediabetic and di- 
abetic genotypes who, under the particular condi- 
tions of their lives, will develop or transmit diabe- 
tes. Present methods, although remarkably useful, 
need further research to permit the discovery of 
diabetes in an earlier stage and to distinguish 
mild forms from basically severe types of the 
disease. 
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Description of Diabetes 


This inborn error of metabolism has been de- 
scribed in its clinical form as a complex metabolic 
state characterized by catabolic and anabolic 
abnormalities in carbohydrate, fat, protein, 
electrolyte and acid-base metabolism. It includes 
changes in both the enzyme activity and the 
synthesis of vital cofactors. Specific and non- 
specific pathologic changes in various organs are 
not completely understood on a physicochemical 
basis. Extractable insulin, varying with age, is 
usually reduced in the pancreas to less than half 
the normal range. Glycosuria and persistent or 
recurring hyperglycemia need not correlate with 
the concentration of insulinlike activity in the 
blood. 

The supposedly mild diabetes of the elderly 
and obese patient is often followed in his descend- 
ants by the malignant diabetes of childhood 
and youth. The nature of these genetic influences, 
their interaction with environmental factors and 
their mode of action through the pituitary and 
adrenal glands and finally upon the pancreas are 
still unknown. 


Insulin 


Little is known about the factors affecting the 
formation of insulin in the pancreas, even though 
the chemical structure of insulin is well under- 
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stood. Still less is known about the control of the 
insulin’s liberation from the pancreas, although 
sugar and the pituitary growth hormone may 
produce an increase in plasma insulin. Also, 
evidence exists that tolbutamide liberates insulin 
in small amounts with a rapid and transient 
effect. Even the mode of action of insulin is not 
completely understood. Various tissues of the 
body react differently to insulin and this is es- 
pecially true in the diabetic state. The inhibition 
of insulin action and the importance of insulinase 
still remain subjects for investigation. 


Therapy 


In view of the hereditary factors, the eradica- 
tion of diabetes appears difficult, although pre- 
vention of such precipitating factors as obesity, 
infections and certain endocrine stresses may 
help. The prevention of anterior pituitary dia- 
betes in dogs by the prophylactic administration 
of insulin, described by Haist and Best, suggests 
that efforts in this field may yet prove successful. 
Remissions and even cures are predicted for 
many future cases of diabetes. 

The control of diabetes is a mutual responsibil- 
ity of the physician and the patient. The best 
results are attainable with an understanding on 
the part of the patient inculcated by careful in- 
struction from his physician or hospital teaching 
services, and his determination to cooperate with 
his physician. The physician should clearly un- 
derstand the necessity for control of hypergly- 
cemia, glycosuria and the individual health 
problems presented by each patient. Otherwise, 
the prevention of grave sequelae in terms of 
acidosis and premature vascular lesions in the 
retinas, kidneys, heart and the extremities will 
be greatly hampered, if not made impossible. 

Today, the severity of diabetes, notably in pa- 
tients whose diabetes has its onset early in life, is 
measured not in terms of the level of hyper- 
glycemia, glycosuria, ketosis or insulin dosage 
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but by the development of malignant retinop- 
athy, diabetic nephropathy and premature 
arteriosclerosis. In recent years, clear evidence 
has been presented that the postponement of 
these malignant sequelae is directly related to the 
character of treatment and the degree of diabetic 
control maintained from the onset of the disease. 
The reports of Keiding, Root and Marble, Jack- 
son and his coworkers, clearly indicate that these 
sequelae will be postponed by: (1) carefully 
prescribed dietary regulation, (2) daily efforts to 
control glycosuria with the use of insulin and (3) 
regular medical observation for the adjustment 
of treatment to control infection and other com- 
plications. 

Although the course of diabetes is not ex- 
clusively dependent upon glycosuria and hyper- 
glycemia, they will continue to provide the most 
reliable clinical indication of relative insulin de- 
ficiency until new parameters which correlate 
with intracellular abnormalities of diabetes may 
be measured. 

Consequently, poor control of carbohydrate 
metabolism is associated with abnormalities of 
lipid and polysaccharide metabolism. If uncon- 
trolled, it will cause serious vascular complica- 
tions. Persistent glycosuria and hyperglycemia, 
especially in the severe diabetes of early life, fre- 
quently show a tendency to progress. This is asso- 
ciated with a loss of carbohydrate tolerance and 
more rapid progression of vascular degeneration. 

At the first appearance of diabetes, energetic 
treatment and an early use of insulin are of prime 
importance. Individual diet instruction still 
constitutes the foundation of therapy. The use of 
the present-day oral drugs, such as tolbutamide, 
phenformin (DBI)® and others, is as yet of too 
short a duration to test the hypothesis that pre- 
mature development of vascular complications 
may be postponed in the milder cases of middle 
and late life. Certainly the use of these oral drugs 
without careful dietary regulation leads in many 
patients to a return of glycosuria, hyperglycemia 
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with hypercholesterolemia and later clinical 
symptoms of pruritus, polyuria and even acidosis. 


Joslin Clinic Study 


Standards of good treatment are difficult to 
establish and apply because of varying concepts 
of the methods by which good control of diabetes 
may be secured. Some physicians regard the 
teaching of dietary measurement in quantitative 
terms as difficult or impracticable. The facts 
presented by members of the Joslin Clinic in a 
study of several hundred patients whose diabetes 
began in childhood and who had been recalled for 
study at the end of 20 or more years of diabetes, 
clearly indicated that x-ray evidence of calcified 
arteries, retinitis, albuminuria and renal disease, 
was much more frequent in patients under poor 
control than in patients under good control. 


PATIENTS UNDER GOOD CONTROL 


By definition, patients under good control did 
the following: (1) maintained a proper diet 
throughout the greater part of the duration of 
diabetes, (2) tested their urine daily, (8) at- 
tempted to control glycosuria by adjusting in- 
sulin dosage daily, (4) began the use of insulin 
promptly after the onset of diabetes, (5) saw 
physicians at fairly regular intervals and (6) 
showed good control in blood sugar tests. (These 
authorities accept blood sugar values, Somogyi- 
Nelson “true glucose,” of 110 mg. or less in the 
fasting state, or three hours after food, as evi- 
dence of good control.) 


PATIENTS UNDER POOR CONTROL 


Patients under poor control, in spite of instruc- 
tion, failed to adhere to a measured diet, did not 
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test the urine regularly and had not adjusted the 
insulin dosage to control the glycosuria. These 
patients were seen by physicians at long intervals 
and they were found to have high blood sugar 
and glycosuria. They had acidosis one or more 
times and, worst of all, they had not begun the 
use of insulin for periods of two to five years 
after the onset of diabetes. 


Award for Diabetic Patients 


Diabetic patients who have survived without 
degenerative sequelae after many years of careful 
treatment receive an award called the Quarter 
Century Victory Medal. It was designed in 1947 
by Amelia Peabody for the Diabetic Fund of the 
Boston Safe Deposit and Trust Company. To 
date, 90 such medals have been distributed to 
patients whose diabetes is of 25 or more years’ 
duration. These patients show no albuminuria, 
evidence of hemorrhages, exudate or cataracts. 
Their arteries are free from calcification as dis- 
closed by x-ray examinations of the chest, ab- 
dominal aorta, pelvic arteries and the lower legs. 

More recently, Johnson, in reporting a study of 
186 diabetic patients, concludes that careful con- 
trol of the diabetes delays the development of 
nephropathy and retinopathy. The facts in this 
series from Boston, Sweden and the University of 
Iowa leave no doubt that regardless of other in- 
tracellular metabolic factors not yet fully under- 
stood, the adequate, early and continuous use of 
a well-planned diet, together with the use of in- 
sulin, will go far to postpone and perhaps prevent 
the serious vascular sequelae of diabetes. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Differentiation of Esophagitis from Other Chest Pain 
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The diagnosis of esophagitis can usually 

be made by the characteristic clinical history. 
When the symptoms are atypical, 

the differentiation from other chest conditions 
may be difficult. A nonhazardous acid 
perfusion test will often aid in diagnosis. 
The information obtained by this test 

may then be compared with that obtained from 
radiographic and endoscopic examinations. 
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NONSPECIFIC ESOPHAGITIS is probably more com- 
mon than has generally been recognized and may 
often be the unrecognized cause of clinical symp- 
toms. Because of the great variability of eso- 
phageal symptoms, an objective means for re- 
producing clinical esophageal symptoms should 
be of great diagnostic value. This article de- 
scribes an acid perfusion test to reproduce eso- 
phageal pain. The diagnostic value of such a 
clinical test, which is easily performed as an 
office procedure, is summarized. 


Clinical Diagnosis of Esophagitis 


The clinical diagnosis of esophagitis is made 
easily when the characteristic history is obtained 
of pain and/or burning which is experienced re- 
peatedly in the substernal region at any level 
from the xiphoid to the suprasternal notch in or 
near the midline; brought on or aggravated by 
spicy foods; relieved by antacids; not brought on 
by exertion, and initiated or increased in severity 
by recumbency and relieved by the upright posi- 
tion. Other associated symptoms may be de- 
scribed as warmth, fullness, distress, lump, gnaw- 
ing, heartburn, sour stomach, sour taste and 
pressure. The clinical diagnosis of esophagitis has 
greater reliability as it more closely resembles the 
typical history of the elements enumerated. 


DIAGNOSIS OF ESOPHAGITIS WITH 
ATYPICAL SYMPTOMS 


When a patient’s sole complaints are typically 
those of esophagitis and response to an antacid 
regimen is excellent, there is no diagnostic prob- 
lem. However, atypical symptoms or incomplete 
or transient response to treatment may leave the 
diagnosis in question. The need for a reliable 
method for the reproduction of esophageal pain 
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to differentiate it objectively from angina and 
other chest pain has long been recognized. Bal- 
loon distention of the esophagus or introduction 
into the esophagus of small amounts of acid or 
alkali through a tube have not been consistently 
successful in reproducing clinical esophageal pain. 


Acid Perfusion Test 


Palmer has shown that the visceral pain of 
ulcer is dependent upon three factors: (1) the 
sensitivity of the ulcer, (2) the concentration of 
acid exposed to the ulcer and (3) the length of 
time of acid contact. Applying this basic informa- 
tion to the problem of esophagitis, esophageal 
symptoms were successfully reproduced by in- 
creasing the amount of acid administered and 
prolonging the time of acid contact with the eso- 
phageal mucosa. This was done by a continuous 
perfusion of the esophagus with 0.1 normal hy- 
drochloric acid at rates of 6 to 15 ml. per minute 
for periods up to 30 minutes. This procedure 
can reproduce esophageal symptoms which the 
patient may recognize as identical with or differ- 
ent from the clinical symptoms being investi- 
gated. If the produced symptoms are identical 
with clinical symptoms, the clinical symptoms 
must be of esophageal origin. If the symptoms 
produced are different from the clinical symp- 
toms, the clinical symptoms must originate from 
a source other than the esophagus. When the 
test elicits no symptoms, the clinical symptoms 
are not likely to have been from the esophagus. 
However, a negative response is of much less 
diagnostic value than a positive response because 
patients with esophagitis may have a negative 
test after a few days of antacid therapy, or during 
the spontaneous remissions which often occur in 
the course of the illness. 


METHOD OF PERFORMING TEST 


The acid perfusion test for esophagitis is per- 
formed by perfusing solutions through a plastic 
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FIGURE 1. Demonstrating placement of tube at junctions of 
upper and middle thirds of the esophagus. 


tube placed in the esophagus. The plastic tube is 
first inserted into the stomach via the nares, 
gastric contents aspirated and the tube with- 
drawn to a level such that the length of the tube 
from the nares to the tip is 30 to 35 cm. This 
procedure insures one that the tube is in the 
esophagus, that there is no bending or curling 
of the tube and that the test solutions will be 
delivered at a level near the junction of the upper 
and middle thirds of the esophagus (Figure 1). 
The patient sits on a chair during the test. The 
plastic tube is led over one shoulder and con- 
nected to the test solutions behind the patient so 
that changes in perfusing solutions can be made 
without being observed by the patient. The test 
solutions are delivered from intravenous fluid 
bottles, using the usual clinical adapters and in- 
travenous tubing. This allows for convenient de- 
livery and easy regulation of rate of flow. 
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Differentiation 
of Esophagitis from 
Other Chest Pain 


Without the patient knowing what solutions 
are being used or when one solution is substituted 
for another, 0.9 per cent sodium chloride is ad- 
ministered for a 10-minute control period at a 
rate of 100 to 120 drops (6 to 7.5 ml.) per minute. 
Five per cent glucose may be used as a control 
solution. The control solution is followed by 
administration of the test solution, 0.1 normal 
hydrochloric acid, at the same rate. The hydro- 
chloric acid is administered for a full 30 minutes, 
or until severe or typical discomfort is produced. 
If no symptoms are produced in the first 15 
minutes of acid perfusion, the rate of adminis- 
tration is increased to 200 drops (12 ml.) per 
minute for the remaining 15 minutes. The test 
is considered positive if delivery of the 0.1 normal 
hydrochloric acid elicits pain, burning and/or 
associated symptoms. Transient, momentary 
symptoms are disregarded. A positive test elicits 
symptoms that are persistent and usually pro- 
gressive in severity as long as the administra- 
tion of acid is continued. After symptoms have 
been produced, the acid perfusion is stopped. 
This is usually followed by cessation of the symp- 
toms within one to four minutes. The acid per- 
fusion is then restarted, and the symptoms pro- 
duced again. The symptoms are repetitively pro- 
duced by perfusion of the esophagus with acid 
and repetitively relieved by cessation of the acid 
perfusion at least three times. Because all 
changes in the solutions being perfused are un- 
known to the patient, this becomes an objective 
means of demonstrating that the symptoms 
elicited are not spontaneous, coincidental symp- 
toms, but are actually due to the perfusion with 
acid. 


VERIFICATION OF ESOPHAGEAL SYMPTOMS 


Delivery of acid directly into the stomach by 
tube (the Palmer test) has been used for many 
years to reproduce the symptoms of gastro- 
duodenal ulcer. The esophagitis test reproduces 
symptoms by delivery of acid into the esophagus. 
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Since the acid delivered into the esophagus dur- 
ing the esophageal perfusion test runs into the 
stomach, it is necessary to differentiate between 
symptoms resulting from the presence of acid in 
the stomach and those due to acid in the esopha- 
gus. This differentiation is made by three main 
methods. 

Distribution of Symptoms. Experiments on the 
distribution of induced pain have shown that 
esophageal symptoms may appear at any level 
from the umbilicus to the suprasternal notch; 
whereas, gastric, duodenal or small bowel pain 
does not extend above the level of the xiphoid. 
Therefore, any symptoms induced by the acid 
perfusion test which extend above the level of the 
xiphoid must be considered to be of esophageal 
origin. 

Repetitive Production and Relief of Symptoms. 
Once the acid perfusing the esophagus enters the 
stomach, the pH of the stomach contents remains 
in the acid range throughout the duration of the 
test and is not altered much by short periods of 
interruption of acid perfusion. Although the 
stomach may be filled with acid, the esophageal 
pH can remain neutral. During actual delivery of 
acid via the tube into the esophagus, the pH of 
the fluid in contact with esophageal mucosa 
obviously is acid; whereas, immediately after 
cessation of acid perfusion, the esophageal con- 
tents rapidly return to a neutral pH. Thus, re- 
peated interruption and resumption of the eso- 
phageal acid perfusion wili be associated with 
noticeable changes in the pH of the fluid in con- 
tact with esophageal mucosa, while the pH of 
the stomach contents will remain unchanged in 
the acid range. 

The repeated production of symptoms by acid 
perfusion and relief of symptoms by cessation 
of acid perfusion indicate that the symptoms 
are associated with changes of esophageal pH, 
but not with changes of gastric pH. This is good 
evidence that the induced symptoms are esoph- 
ageal in origin. 
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Comparison of the Effects of Acid Delivered into 
the Stomach and Esophagus. To conclusively 
demonstrate the validity of the repetitive pro- 
duction and relief of symptoms, a series of tests 
was performed with two tubes, one in the esopha- 
gus, the other in the stomach (Figure 2). Initial 
administration of saline into the esophagus (ES) 
for 10 minutes caused no symptoms. After the 
control saline, acid was delivered into the esopha- 
gus (EA) until the typical clinical symptoms were 
reproduced at 15 minutes. Following cessation of 
acid perfusion of the esophagus at 20 minutes, 
the symptoms quickly disappeared. Esophageal 
acid delivery starting at 24- and 32-minute inter- 
vals caused the symptoms to appear twice more. 
The symptoms rapidly disappeared each time 
the acid flow was stopped. At 34 minutes, acid 
perfusion of the stomach (GA) was begun directly 
through the other tube and continued for 15 
minutes without producing symptoms. Im- 
mediately thereafter, acid perfusion of the esoph- 
agus was twice resumed (at 46 and 53 minutes) 
with production of the symptoms. 

The failure of acid delivered directly into the 
stomach (GA) to elicit symptoms, whereas, both 
immediately before and after, acid delivered 
directly into the esophagus (EA) repetitively 
elicited symptoms, must be considered the most 
crucial evidence of their esophageal origin. This 
two-tube test is not necessary for routine clinical 
use of the acid perfusion test for esophagitis. 


The Role of Esophagoscopy 
in Diagnosing Esophagitis 


Esophagoscopic changes are visible in the ma- 
jority of patients whose clinical histories are com- 
patible with esophagitis and whose symptoms 
are reproduced by the acid perfusion test. In 
most of these patients there is mild to severe 
erythema and granularity of the esophageal 
mucosa, usually more prominent at the lower 
end of the esophagus. More severe changes such 
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FIGURE 2. Demonstration of the coincidence of reproduction 
of symptoms with time of acid delivery into esophagus. ES, 
delivery of saline into esophagus; EA, delivery of acid into 
esophagus, and GA, delivery of acid directly into stomach. 


as ulcerations, fibrosis and stenosis are rare. In 
clinical practice, the diagnosis of esophagitis gen- 
erally will be made on the basis of history. The 
acid perfusion test may be used to corroborate a 
clinical impression or to clarify the esophageal 
source of atypical symptoms. 

Endoscopic examination further corroborates 
the clinical diagnosis. Esophagoscopic examina- 
tion requires hospitalization and is more difficult 
to do than the acid perfusion test. Furthermore, 
the demonstration of esophagitis by endoscopy 
does not necessarily indicate that the patient’s 
symptoms are derived from this finding. There 
are some patients with typical histories of esopha- 
gitis with positive acid perfusion tests reproduc- 
ing their clinical symptoms who have no grossly 
recognizable change endoscopically. This sug- 
gests that the acid perfusion test may be of more 
practical clinical diagnostic value than endos- 
copy. However, endoscopy is the only method 
for assessing the degree of inflammation of the 
esophageal mucosa and is an important adjunct 
in the management of those few cases with severe 
ulcerations which may lead to stricture. 


The Role of X-ray in Diagnosing 
Esophagitis 


The severity of symptoms is very poorly re- 
lated to the severity of esophagitis as seen by 
the endoscopist. In most patients with esopha- 
gitis, the esophagitis consists of only erythema 
and granularity of the mucosa, changes which 
are not revealed by an esophagram. More severe 
changes, such as ulceration and stricture, which 
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may be visualized by barium studies are quite 
uncommon. In nearly all instances, the clinical 
diagnosis of esophagitis can and must be made 
without abnormalities of the esophagus being 
demonstrated by x-ray studies. 


Distribution of Symptoms of Esophagitis 


The acid perfusion test is an objective means 
of delineating the various distributions of eso- 
phageal symptoms. Esophageal symptoms com- 
monly are located in the midline substernal area 
between the levels of the xiphoid and supra- 
sternal notch. Exceptions to this pattern include 
localization of symptoms slightly to the right or 
left of the midline; in the epigastrium; in the 
right or the left upper quadrants, and radiation 
into the neck, or widely unilaterally or bilater- 
ally across the chest or upper abdomen. Radia- 
tion down the left arm is rare. The depth of the 
center of the symptoms is precisely localized in 
some patients at point depths from just below the 
anterior body wall to half way between anterior 
and posterior body walls. In other patients the 
symptoms are difficult to delineate as to depth 
and are described as occupying varying portions 
of the anterior half of the chest. No symptoms 
are localized in the posterior half of the chest 
or abdomen. Some patients report a sensation 
of esophageal obstruction when swallowing large 
particles of food. Figure 3 shows several examples 
of the variability of esophageal pain distribution 
in the chest. Noteworthy are some cases in which 
isolated abdominal symptoms arise from an 
esophageal source. Knowledge of the variability 
of distribution of esophagitis symptoms will im- 
prove the accuracy of this diagnosis on clinical 
grounds alone. 


4 FIGURE 3. Distribution of clinical symptoms in patients with 
esophagitis. Solid black areas represent location of main symptoms; 
arrows indicate radiation; P and A represent, respectively, posterior 
and anterior body walls for localization of symptoms in this 
dimension. 
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Hazards of the Test for Esophagitis 


The potential hazards of any clinical test must 
be considered. Such hazards resulting from the 
administration of hydrochloric acid into the 
respiratory tract are avoided by the careful 
placement of the tube into the stomach, followed 
by withdrawal to the desired level in the esopha- 
gus and by the initial control delivery of saline. 
Patients with cardiac disease are not adversely 
affected by the test. This has been demonstrated 
by the failure to precipitate cardiac symptoms or 
electrocardiographic changes. In patients with 
heart disease, glucose solution is used in place of 
the saline control solution. 

A history of gross gastrointestinal hemorrhage 
is not a hazard. This is demonstrated by the ab- 
sence of any gross bleeding episode occurring 
after the test in patients who had had a gross 
bleeding episode within three months prior to the 
test day. 

Finally, the test administration of acid itself 
must be shown to be harmless. The large number 
of negative tests in patients without a history of 
esophagitis indicates that the acid administration 
does not elicit symptoms. Furthermore, esopha- 
goscopy done on the morning after the test 
revealed no evidence of esophagitis in normal 
subjects. The absence of any recognizable endo- 
scopic changes after the test and the failure to 
elicit symptoms in normals indicate that esopha- 
geal administration of approximately 300 ml. of 
0.1 normal hydrochloric acid during a 30-minute 
period may be considered a harmless procedure. 

In all likelihood, patients with esophagitis are 
not harmed by the test because administration 
of acid may be stopped as soon as the pain 
elicited has become diagnostically typical. A 
positive test is probably no more harmful than a 
spontaneously occurring clinical episode. 


A coupon for ordering a bibliography accompanying this 
article may be found adjacent to the Index to Advertisers. 
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Practical Therapeutics 


Patient Selection for Renal Hypertension Work-up 


CLARENCE V. HODGES, m.p. 


Department of Surgery 
University of Oregon Medical School 
Portland, Oregon 


PHYSICIANS WORKING with hypertensive patients 
have the problem of trying to select those in 
whom the disease may be caused by stenosis of 
one or both of the major renal arteries or their 
branches. It is not physically possible to subject 
each patient to the exacting study required to 
determine renal artery disease. One large mid- 
western clinic reports that 10,000 patients with 
hypertension are seen by its staff every year; it 
is not feasible from the standpoint of time, equip- 
ment or personnel to study each person in- 
tensively. 

The work-up for renal vascular disease is not 
only complicated and extensive but also expensive 
in time and money. It is not desirable to impose 
this financial stress on any patient unless there is 
a real prospect of benefiting him materially by 
the anticipated findings. Moreover, the equip- 
ment necessary for studying these patients, par- 
ticularly that relating to renal angiography and 
radioactive renography, is not commonly found 
outside of the large medical centers. Sending 
every patient to such a center is not feasible be- 
cause the centers are not equipped for such a 
large influx of patients. The requirements of 
training and interest in technical personnel are 
such that the supply would obviously not meet 
the need. , 

The rewards for selecting the patient in whom 
there is a great likelihood of finding a remediable 
renal vascular problem are very real. Hyper- 
tension caused by renal vascular disease is a very 
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disabling problem with concomitants and se- 
quelae which, if not reversed, ultimately will be 
disabling or fatal. Outside of hypertension caused 
by adrenal dysfunction and that associated with 
coarctation of the aorta, the most dramatic cure 
is repair of the vascular cause for renal hyper- 
tension. 

It is the purpose of this article to outline 
certain criteria which may focus attention on 
those patients who may benefit from a work-up 
designed to uncover and visualize renal vascular 
disease. These criteria which are constantly being 
amended or extended under the impact of more 
recent experience provide the basis for selecting 
patients. 

It will be helpful to review the types of lesion (s) 
which initiate renal hypertension and describe 
the clinical situations which lead to the suspicion 
of such a lesion. It is agreed that the most com- 
mon cause is occlusion by atherosclerotic plaques 
or circumferential rings. Younger patients are 
more apt to show fibromuscular subintimal pro- 
liferation. Total or segmental renal infarctions 
from thrombosis or embolization and renal artery 
aneurysms are less common. Rarely, luetic 
arteritis, coarctation of the aorta with renal 
artery stenosis and pressure on the renal artery 
from extrinsic masses and arteriovenous fistulas 
within the kidney are responsible. 


Indications for Instituting Renal 
Vascular Work-up 


AGE 


It was originally suggested that a work-up was 
indicated in the hypertensive patient under 35 or 
over 55 in whom essential hypertension suddenly 
became malignant in character. More recently, 
the tendency has been to evaluate any hyper- 
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Patient Selection 
for Renal Hypertension 
Work-up 


tensive patient under 50 years of age. I believe 
it is safe to predict that ultimately we shall 
scrutinize patients of any age whose hypertension 
is not caused by nephritis, adrenal abnormality 
or other recognized clinical entity causing hy- 
pertension. This is substantiated by the fact that 
atheromatous lesions are the most common source 
of renal hypertension and are found in the older 
age group. Parenthetically, the ages of the pa- 
tients in a recent series of hypertensive disease 
caused by renal artery stenosis ranged from 17 to 
65. Moreover, a recent report concerns the case 
of a 9-month-old baby who exhibited severe hy- 
pertension which was caused by stricture of the 
renal artery. 


TYPE OF ONSET OF HYPERTENSION 


The sudden appearance of hypertension in a 
person previously normotensive suggests the pos- 
sibility of a dramatic change in character of the 
renal blood flow, rather than the insidious changes 
related to arterio- and nephrosclerosis. It also 
suggests the need for intensive study of the renal 
vessels. 


TYPE OF HYPERTENSION 


Patients with renal hypertension tend to have 
high, fixed systolic and diastolic elevations. 
Usually, they show neither reductions during 
sleep nor the episodic pattern characteristic of 
most pheochromocytomas. 


HYPERTENSION AFTER AN EPISODE OF PAIN 
IN EITHER KIDNEY REGION 


This suggests the possibility of sudden stenosis 
of a renal artery and partial infarction of the 
kidney. This likelihood is heightened in a patient 
who shows atrial fibrillation or subacute bacterial 
endocarditis as a source for embolization of the 
renal artery. Recent reports emphasize the dif- 
ficulty in differentiating this condition from acute 
pyelonephritis, since both may show fever, 
leukocytosis and renal pain. 
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ARTERIAL OCCLUSIVE DISEASE 


Hypertensive patients with evidence of cere- 
bral arterial insufficiency, myocardial insuf- 
ficiency or obliterative arterial disease of the ex- 
tremities must be observed for coexistent renal 
artery disease. It is not surprising to find uni- 
lateral or bilateral renal artery stenosis demon- 
strated in the course of angiographic study of 
patients with Leriche’s syndrome. 


HISTORY OF TRAUMA 


We have been impressed with a small group of 
patients with hypertension due to renal artery 
stenosis whose history includes a fall or a blow 
causing back injury. The lesion in each case has 
been an atheromatous circular narrowing at the 
junction of the aorta and renal artery. The 
mechanism by which such lesions might follow 
trauma is highly conjectural. The application of a 
shearing force at this vascular junction with in- 
timal damage and subintimal extravasation with 
subsequent repair might result in the stenotic 
scarring. 


RESPONSE TO DRUGS 


Formerly, it was thought that if antihyper- 
tensive drugs reduced blood pressure, the hyper- 
tension was not caused by renal vascular disease. 
However, recent evidence indicates that patients 
with this type of hypertension will respond to 
antihypertensive drugs and that such control may 
be prolonged. However, since this type of treat- 
ment is usually partial control rather than com- 
plete control, it amounts to a substitution of 
palliation for cure. 


TRANSFORMATION 
OF ‘BENIGN’ TO ‘MALIGNANT’ HYPERTENSION 


Patients whose hypertension has been of the 
so-called ‘‘benign’’ variety but who suddenly 
show the type of change associated with ‘“‘malig- 
nant” hypertension, that is, headaches, visual 
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difficulties and retinopathic changes, may have a 
renal vascular lesion engrafted upon the pre- 
viously relative benign state. Occasionally, in 
some patients, the hypertension is essentially 
asymptomatic but funduscopic changes reflect 
the grave nature of the hypertensive state. 


CHANGES ON EXCRETORY UROGRAMS 


Intravenous pyelograms may show the most 
significant changes which will be indicative of 
further study. These relate principally to the size 
of the kidneys; variations of over 1 cm. in length 
are regarded as significant. Differences in the 
time of appearance of contrast material are also 
extremely important. The affected kidney or- 
dinarily shows a delay in appearance time if there 
is a variation between the two; however, the 
first film must be made three minutes after the 
intravenous injection of the contrast material in 
order to pick up a small difference between the 
two kidneys. In routine pyelographic techniques, 
the first postinjection film usually is made five 
minutes after injection; this delay may be too 
long to notice a subtle but important contrast 
between the two sides. 

Some of the changes on excretion urography are 
confusing and appear paradoxical. The affected 
kidney may show sharper contrast and better 
visualization than the normal side because, under 
conditions of dehydration, contrast materials ex- 
creted by glomerular filtration will be present in 
higher concentration on the side of the renal 
artery stenosis. This contrast is sometimes so 
sharp that the affected kidney actually appears 
normal; the obvious reduction in visualization on 
the normal side makes it appear abnormal. If 
further documentation were not sought, the 
normal kidney might be removed with all the 
tragic results implicit therein. Variations in s7ze, 
appearance time and concentration of contrast 
material are all highly important diagnostic fac- 
tors but they cannot be relied on to provide the 
basis for designating the normal or abnormal 
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kidney. Intravenous pyelograms may: (1) appear 
equal on the two sides in patients later found to 
have unilateral renal disease and (2) obviously be 
equal in patients who have both kidneys affected. 


CARDIAC ENLARGEMENT AND CONGESTIVE HEART 
FAILURE INCONSISTENT WITH CLINICAL FINDINGS 


Recent studies show that cardiac enlargement 
and heart failure occurring without adequate ele- 
vation of blood pressure to explain their presence 
are often specifically associated with arterio- 
venous fistulas of the kidney. 


NONHELPFUL DATA AND FINDINGS 


Family history is generally not useful in diag- 
nosing renal vascular disease. Usually, the 
physical examination, except for establishing the 
presence of hypertension, has only one significant 
finding. The detection of an abdominal bruit is 
an auspicious sign which should be looked for in 
every case of hypertension. Often, it is best 
heard just above the umbilicus and on either side 
of the midline at this level. Occasionally, the 
bruit may be heard best or only over the costo- 
vertebral angle on the affected side. 

No laboratory tests exist which automatically 
diagnose hypertension of renal origin. Ordinarily 
patients do not show any abnormality on routine 
urinalysis or special study of the voided or 
catheterized bladder urine. Addis counts are not 
remarkable. Laboratory studies which would de- 
monstrate the presence or absence of the hyper- 
tensive agent elaborated or modified by the kid- 
ney are possible only on a limited, investigative 
scale. There is a great need for a test of this na- 
ture which can be performed as a routine labor- 
atory procedure and surely it will be forth- 
coming. 


SPECIALIZED STUDIES FOR VISUALIZATION 
OF RENAL ARTERIAL LESIONS 


It is not within the scope of this article to 
dwell upon the specialized techniques for identify- 


119 








Patient Selection 
for Renal Hypertension 
Work-up 


ing the lesion(s) responsible for hypertension of 
renal origin. However, their enumeration may be 
valuable in developing the thesis that it is pos- 
sible, at present, to document the presence or 
absence of renal artery disease and to pinpoint 
the site(s) of the lesions present without undue 
hazard to the patient. The following four im- 
portant studies can be performed: 

Ureteral Catheterization for Differential Studies 
of Renal Function. After cystoscopy, ureteral 
catheters are advanced to the renal pelves and 
specimens of urine are obtained from each side 
for analysis. The technical details of testing and 
the substances tested vary with different in- 
vestigators. The significance of testing for various 
substance excretion differences between the two 
sides also has been reported. However, the basic 
value of this test is in demonstrating a difference 
between the two kidneys. Obviously, bilateral 
involvement of the kidneys or patchy involve- 
ment of one kidney, as by infarction, may cause 
hypertension without the lesions being reflected 
in detectable discrepancies between the excretory 
functions of the two sides. 

Radioactive Iodide Renogram. Comparison of 
the two kidneys is possible by measuring the 
scintillation of gamma rays over the kidneys in- 
cident to the renal appearance and concentration 
of radioactive organic iodides introduced in small 
amounts into the blood stream. This technique is 
simpler and easier to perform than cystoscopy 
and ureteral catheterization. It is useful in screen- 
ing large numbers of hypertensive patients be- 
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cause the test may be done on an outpatient 
basis and involves neither discomfort nor dis- 
robing of the patient. Its only disadvantage is 
that the required equipment is expensive and a 
good deal of experience is necessary to satisfac- 
torily evaluate the results. 

Renal Angiography. This must be performed in 
all patients before surgical exploration. Unilat- 
erally or bilaterally, the presence of one or more 
arterial lesions per kidney and the presence or 
absence of aberrant vessels are demonstrated by 
this indispensable technique. Present refinements 
make it possible to selectively catheterize one or 
more renal arteries on either side and to delineate 
them vividly so that the advantages far outweigh 
the small but definite hazards. 

Arterial Pressure Determinations at Surgery. 
The final evaluation of the presence of a renal 
arterial lesion lies in demonstrating a pressure 
drop existing between the arterial lumen proximal 
and distal to the suspected area. This ultimate 
proof is necessary to provide a rational basis for 
performing any of the various reparative pro- 
cedures. 


Surgical Treatment 


The present trend in surgical therapy is toward 
revascularization of the abnormal kidney. This 
has been occasioned not only by a natural desire 
to conserve renal tissue but, more important, by 
the demonstration that the kidney distal to a 
renal artery stenosis has been protected from the 
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deleterious effects of the hypertensive state while 
the opposite kidney has been exposed to the full 
impact. This impact is reflected in functional and 
histologic evidence of damage on the so-called un- 
affected side. The presence of this damage is 
somewhat mitigated by recent evidence that, 
after repairing the lesion which causes hyperten- 
sion, there is histologic and functional regenera- 
tion on this ‘‘normal”’ side. However, most efforts 
are directed toward providing a normal blood sup- 
ply to the affected kidney. This trend is expected 
to continue as refinements in techniques and oper- 
ative skills increase. Complete obliteration of the 
renal artery with atrophy of the kidney is ap- 
parently the only indication for nephrectomy, 
unless the patient is unable to withstand the 
somewhat more prolonged operation necessary to 
carry out a vascular repair. 


Results 


If an operation is indicated, the results are 
extremely satisfactory. The present range of re- 
ports indicates that 75 to 85 per cent of patients 
with renal artery stenosis can be restored to a 
normotensive state. The low operative mortality 
and the surprisingly small incidence of complica- 
tions attendant on the preoperative work-up and 
the definitive operative procedures are very im- 
pressive. 


Discussion 


Soon after it was discovered that hypertension 
was caused by renal artery stenosis, it was thought 
that the incidence of this cause among hyper- 
tensives was approximately 0.5 per cent. As 
clinical knowledge increased, it became dra- 
matically apparent that the true incidence of this 
cause must be much higher. The exact level has 
not been ascertained yet. Many hypertensive 
patients who have succumbed either quickly or 
ultimately could have benefited by the applica- 
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tion of present-day knowledge. Recognition of 
this fact impels us to believe that many hyper- 
tensive patients today are being treated by tem- 
porization and palliative measures while they are 
in urgent need of proper diagnosis and definitive 
therapy. This seems most tragic in the young pa- 
tient who is allowed to suffer repeated vascular 
insults, but it is difficult to justify in any patient 
whose hypertension is remediable. 

Weoccasionally hear physicianssay,‘‘I wouldn’t 
dream of subjecting patient so-and-so to a work- 
up for renal hypertension; he is too ill to stand all 
those tests.”” This attitude is based on two fal- 
lacies: (1) The patient can justifiably be denied 
the opportunity for a possible cure of his con- 
dition. (2) The hazards of the work-up are 
more menacing than the hazards of his hyper- 
tension. Most patients, even those with extremely 
poor cardiovascular systems, tolerate the various 
portions of the work-up very well. There have 
been many large series with no mortality and 
very low morbidity. 

A real basis for the widely-feared hazards of 
aortography existed when large amounts of toxic 
iodides were injected repeatedly with resultant 
damage to the kidneys, mesenteric circulation and 
spinal cord. Recognizing the hazards of this 
method led to development of less toxic contrast 
media, abandonment of repeated injections and 
the use of smaller amounts of contrast material. 
This latter consideration was aided by the transi- 
tion from the translumbar approach to the per- 
cutaneous femoral artery catheterization with the 
ultimate development of selective renal artery 
catheterization. The amount of contrast material 
used was decreased from 30 ml. to 5 ml. per in- 
jection with concomitant improvement in renal 
artery visualization. 

We are accustomed to speak of “cure”’ if the 
patient has a blood pressure of less than 140/90 
one year after his operative procedure. I have 
indicated previously that a large percentage of 
patients with renal artery lesions which indicate 
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surgery will show up on the favorable side of the 
record at this time. Lest our optimism become too 
unbridled, we must recall that “cure”’ is a relative 
term and that many of these patients still have 
stenotic vessels and poor circulatory systems 
throughout the remainder of the body. We need 
more experience with more patients to ascertain 
whether the benefits of the renal artery surgery 
will outlast the general attrition of the aging 
process. However, there are many patients in the 
younger age group in whom the renal artery 
lesions seem to be the only localized evidence of 
vascular disease and we may hope for maintenance 
of normotensive levels for many years in these 
patients. Some of these patients may develop 


further stenoses at other points along the renal 
arteries but these stenoses would again be 
amenable to surgical attack. 

There is no one certain method for selecting 
patients for renal vascular work-up just as there 
is no one perfect method for diagnosing renal 
artery lesions. Many points in the history and 
general work-up of the patient as he is seen 
by the general practitioner have been indicated to 
identify which patients probably will fall into the 
category of renal vascular disease. However, it 
may be that any patient whose hypertension can 
not be accounted for on some other basis should 
be considered as a candidate for renal vascular 
work-up. 





Ceylon ‘‘Population Bomb’’ Defused 





PRIOR TO THE MALARIA 
CONTROL CAMPAIGN, 

62 PER CENT OF THE 
POPULATION OF CEYLON 
LIVED IN ESSENTIALLY 
NONMALARIOUS DISTRICTS. 
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THE HISTORY of Ceylon frequently is cited as an 
example of the demographic effects of malaria 
control. A reduction in the death rate from 20.3 
in 1946 to 14.3 in 1947 has been attributed to 
malaria control through residual spraying of in- 
secticides. The lowered death rate in the face of a 
constant birth rate has led to dire predictions of 
impoverishment, famine and overpopulation as 
the ultimate results of malaria control. 

Frederiksen has contested this interpretation 
by pointing out that, prior to the malaria control 
campaign, 62 per cent of the population lived 
crowded in the nonmalarious one-fifth of the 
country (see figure at the left). Malaria control 
now has made more habitable an area which was 
the most populous and productive part of the 
island in ancient times. Ceylon’s Department of 
Health cites the net demographic effect of ma- 
laria control as the reduction of population pres- 
sure by providing more living space. 
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Information Please 


Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities in appropriate fields of therapy and diagnosis. 


Sympathectomy for Hypertension 


Q. What is the place of surgical sympathectomy 
in the treatment of essential hypertension? 


A. This question was sent to a cardiologist and 
asurgeon and the following answers were received: 

Cardiologist: The question of indications for 
surgical sympathectomy in the treatment of 
hypertension is discussed in the report of the 
Committee on Surgery of the Council for High 
Blood Pressure Research, American Heart Asso- 
ciation (Proceedings of the Council, vol. 8, Ameri- 
can Heart Association, New York, 1959). The 
report indicates that sympathectomy can be 
resorted to in patients with essential hyperten- 
sion who (1) are under age 55, (2) exhibit evi- 
dence of accelerated progression without marked 
renal impairment and (3) fail to respond to an ade- 
quate trial of antihypertensive agents, including 
blocking drugs. Uncooperative as well as unre- 
sponsive patients can be considered as candidates 
in this regard. About 20 to 30 per cent of patients 
can be expected to respond to sympathectomy 
alone and a larger number to surgery plus anti- 
hypertensive agents. 

Surgeon: With the introduction and standardi- 
zation of the many new drugs for hypertension, 
the use of surgical sympathectomy has greatly 
decreased as the treatment of choice. In certain 
patients, especially younger ones where the risk 
is not too great, the operation remains good and 
successful provided one understands that the 
procedure does not “cure” hypertension but 
merely causes the pressure to drop. For example, 
a recent patient, 40 years old and with blood 
pressure of 260/160, underwent thoracolumbar 
sympathectomy and the pressure has remained 
approximately 160/100 since that time. The 
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symptoms of headache, dizziness and difficulty 
in reading are gone. It is suggested that the 
operation be reserved for (1) those who do not 
respond to the antihypertensive drugs, (2) those 
for whom the drugs are contraindicated and (3) 
those who have malignant hypertension and are 
young. 


Dicrotic and Anacrotic Waves 


Q. What is the mechanism of dicrotic and ana- 
crotic waves in the arterial pulse contour? What 
may cause diminution or disappearance of 
these waves? 


A. The anacrotic wave is the peripheral mani- 
festation of the sudden change in pressure (recoil) 
in the aorta when the aortic orifice offers resist- 
ance to blood flow after the initial rapid ven- 
tricular ejection. 

By common usage the term “anacrotic notch,” 
or “‘wave’”’ (twice beating on the upstroke), has 
come to mean a small slow rising pulse with a 
perceptible notch, hesitation or shoulder on the 
ascending limb of the arterial pulse. The ana- 
crotic notch may be present in normal persons 
but is most commonly noted in patients with 
aortic stenosis. The severer the stenosis, the 
lower (nearer the base) is the appearance of the 
anacrotic notch in the arterial curves. 

The dicrotic notch represents the closure of 
the aortic valve and in normal persons is followed 
by a small positive wave called the dicrotic wave. 
The accentuation of the dicrotic wave giving rise 
to a dicrotic pulse is encountered mainly in 
patients with hyperkinetic states, systemic hypo- 
tension and low peripheral resistance. The di- 
crotic pulse should not be confused with the 
bisferious pulse (double beat during systole) ob- 
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served in patients with aortic stenosis and in- 
sufficiency. 

The diminution of the anacrotic notch is with- 
out clinical significance since it is absent in a 
great majority of normal persons. 

The dicrotic notch can be diminished or absent 
in conditions associated with poor mobility of the 
aortic valve, as occurs in patients with aortic 
stenosis, aortic sclerosis and aortic insufficiency. 


Penicillin Doses for Gonorrhea 


Q. What is the present recommended dose of 
penicillin for treatment of gonorrhea? Are 
there proved cases of penicillin-resistant gono- 
cocct? 


A. There is considerable variation in the treat- 
ment of uncomplicated acute gonorrhea but the 
recommended doses are essentially the same. One 
schedule calls for 600,000 u. of procaine penicillin 
G, given intramuscularly. Others advise 600,000 
u. of crystalline penicillin G in water, given on 
two or three successive days. The evidence for 
penicillin-resistant strains of gonococci is not 
substantial. If resistance does occur, it must be 
very rare. 


Climate and Arthritis 


Q. What is the best climate for a 43-year-old man 
with moderate arthritis? His family would like 
to know where he would be most comfortable. 


A. It has long been known that weather and 
climate have some effect on arthritis. On routine 
questioning of all patients, about 90 per cent 
state that they are definitely sensitive to weather, 
usually noticing most acutely changes in weather 
and dampness. In this weather-sensitive group, 
there are, of course, varying degrees of response. 
Some patients have violent disturbances in their 
joints, while others have only minor complaints 
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such as increased soreness or lameness. The 
weather changes most commonly causing in- 
creased arthritic symptoms seem to be those 
reflected by marked changes in barometric pres- 
sure. The degree of humidity appears to be next 
in importance. 

In Tucson, Ariz., where the climate is dry 
most of the year, weather changes do occur. With 
these changes, however, fluctuation in barometric 
pressure is much lower than in other areas. Other 
parts of the Southwest also have a dry climate, 
with a more or less stable barometric pressure. 

Unfortunately, there are no satisfactory ways 
of measuring effects of weather on patients and 
no statistics that show definite objective changes. 
In the final analysis the only way it can be deter- 
mined whether the patient will be benefited by 
climate is by a trial residence of several months or 
longer. 


Hearing Loss and Drugs 


Q. Is there any clinical evidence that hearing loss 
(cochlear) and tinnitus are associated with the 
use of long-acting sulfa and antihistamine 
drugs? 


A. As far as we know, there is no definite clini- 
cal evidence of correlation of hearing loss and 
tinnitus with the use of long-acting sulfa and 
antihistamine drugs. 


Staphylococcus Aureus Carriers 


Q. Is any treatment indicated for an asympto- 
matic person known to be a carrier of hemo- 
lytic Staphylococcus aureus (coagulase-posi- 
tive)? If so, please outline the recommended 
therapy. 


A. Since 40 to 50 per cent of normal adults carry 


coagulase-positive Staph. aureus in their nares, 
no treatment is indicated. 
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Tons and Behavior 


(Institute of Environmental Sciences, Washington, 
April 6) ATMOSPHERIC IONS unquestionably can 
affect human behavior, “but the amount of this 
effect and the ion polarity responsible for the 
change is not presently predictable.” A review 
of the work of a number of research groups in- 
dicates that negative ions generally produce a 
pleasant feeling accompanied by relaxation and 
sleepiness. Whereas, positive ions generally pro- 
duce an unpleasant feeling accompanied by head- 
ache, dizziness, nausea and sore throat. Studies 
of ion effects on human performance are less 
conclusive. Further research is needed into vari- 
ous aspects of the question—Dr. HOWARD G. 
ScHuTz and RICHARD A. DUFFEE, Batelle Me- 
morial Institute, Columbus, Ohio. 


Healing Hormone? 


(American Cancer Society report, Portland, Ore., 
April 3) TISSUES around a wound produce a sub- 
stance—possibly a local hormone—which pro- 
motes healing. The amount reaches a peak in 
five days and gradually declines for the next 40 
days. If, within a few days, the wound is re- 
opened, or a second wound is inflicted at or near 
the same site, the healing is remarkably rapid. 
Healing proceeds at a normal rate in the second 
wound if it is inflicted at a site distant from the 
first—Dr. J. ENGLEBERT DuNPHY, University of 
Oregon Medical School. 


Cancer and Income Level 


(Ibid., Buffalo, N.Y., April 1) STATISTICAL RE- 
SEARCH on the socioeconomic distribution of 
cancer indicates—among men—an increasing in- 
cidence of cancers of the esophagus, stomach, 
lung, liver and larynx as the socioeconomic status 
declines. For women, cancers of the stomach, 
liver and uterine cervix increase as socioeco- 
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nomic status declines, but there is greater inci- 
dence of breast cancers from upper-income fam- 
ilies. For both sexes, upper- and lower-income 
groups were about equally susceptible to cancers 
of the mouth, large intestine, rectum, pancreas, 
uterus, ovary, prostate and other sites. Basic 
figures came from a cancer registry in the Buffalo 
area from 1948-52, and 1950 census figures on 
population and living standards.—Drs. SAXON 
GRAHAM and MorTON LEVIN, Roswell Park Me- 
morial Institute, and Dr. ABRAHAM M. LILIEN- 
FELD, The Johns Hopkins University. 


Custom-made Miik 


(American Chemical Society, St. Louis, March 22) 
THROUGH DIETARY management, cow’s milk 
might be “tailored” to produce a product best 
suitable for children or adults, or for making 
particular products such as cheese or milk. More 
basic research is needed. One prospect is control 
over the fat content of milk in respect to athero- 
sclerosis.—Dr. R. D. McCartuy, Pennsylvania 
State University. 


Metabolic Lifespan 


(Conference on Biological Aspects of Schizophrenic 
Behavior, New York Academy of Sciences, New 
York, April 6) BIOLOGICALLY, women may be 
destined to live longer than men, because men 
have a higher metabolic rate as measured in 
terms of oxygen consumption, and therefore a 
shorter lifespan. A definite relationship seems to 
exist between lifespan and metabolicrate, with life- 
span decreasing as metabolic rate increases. This 
shortened lifespan may have a subjective phase 
as well. Psychosis-producing drugs, such as mes- 
caline and LSD, which raise or lower metabolic 
rate, produce sensations in different subjects of 
time contractions or expansions.—Dr. ROLAND 
FISCHER, Psychiatric Institute and Hospital, Co- 
lumbus, Ohio. 
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Hypothyroid Neurosis 


(Eastern Psychological Association, Philadelphia, 
April 6) HYPOTHYROID PATIENTS experience cer- 
tain emotional and personality disturbances sim- 
ilar to neurotic disorders. Symptoms include: 
extreme fatigue, decreased mobility, clouded 
thinking, insomnia, increased irritability and op- 
positional tendencies. Administration of thyroid 
hormone decreased or banished such symptoms. 
Unlike the neurotic patient, the hypothyroid did 
not blame the outside world for his maladjust- 
ment. Adequate hormonal functioning appears to 
be an important requisite for the development of 
personality.— Drs. MARTHA SCHON, ARTHUR M. 
SUTHERLAND and RULON W. Rawson, Memorial 
Sloan-Kettering Cancer Center, New York. 


Radiation Effects 

(Symposium on Mechanisms of Gastrointestinal 
Absorption, New York, March 7) RADIATION EX- 
POSURE greatly reduces intestinal absorption of 
nutrients, electrolytes, water and presumably 
drugs. Relatively small doses produce transient 
but unmistakable changes in gastric emptying- 
time and gastrointestinal motility. Higher but 
sublethal doses produce transient effects on the 
gastrointestinal epithelium within a few days. 
Lethal doses produce pathologic changes later in 
the mucosa, secondary to infection and hemor- 
rhage. At supralethal doses, intestinal villi are 
denuded of epithelium just before death.—Dr. 
V. P. BOND, Medical Research Center, Brookhaven 
National Laboratory, Upton, N.Y. 





Anesthetic Action 


(Hawaiian Section, American Chemical Society, 
and Sigma Phi Sigma, University of Hawaii, 
Honolulu, April 5) UNDER a new theory, anes- 
thetics induce unconsciousness by causing the 
formation of submicroscopic crystals of fluids in 
the brain which reduce conductivity and hence 
the electrical activity of the brain. It is estimated 
that only one-tenth of 1 per cent of the aqueous 
material need be converted into minute crystals 
to induce unconsciousness.—DR. LINUS PAULING, 
California Institute of Technology. 


Steroid Caution 


(New Orleans Graduate Medical Society, New 
Orleans, March 9) STRESS OF SURGERY or anes- 
thesia may send into shock, even fatal shock, 
the patient who has been taking steroids. Steroid 
therapy tends to suppress adrenal function and 
mobilization of adrenalin to meet stress.—Dr. 
ROBERT J. COFFEY, Washington, D.C. 


Pain Sensitivity 

(Princeton University announcement, March 25) 
HUMAN VOLUNTEERS living for 96 hours in a 
completely darkened and silent room were more 
sensitive to pain from electric shocks at the end 
of the experiment than at the outset, and more 
sensitive than controls. Therefore, hospital pa- 
tients in constant pain might be more comfort- 
able in wards, with their noise and movement, 
than in single rooms.—Dr. JACK A. VERNON. 
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Mononucleosis 


BARONDESS AND ERLE have measured the serum 
alkaline phosphatase levels in 73 hospitalized 
patients with infectious mononucleosis. In over 
80 per cent of the patients, the alkaline phos- 
phatase level was elevated; marked elevation oc- 
curred in 14 per cent. The illness seemed more 
severe in the patients with a marked elevation 
of serum alkaline phosphatase activity. 

A correlation was noted between elevated 
alkaline phosphatase and both hyperglobulinemia 
and leukocytosis. There was no association with 
serum bilirubin activity indicating that the alka- 
line phosphatase elevation did not relate exclu- 
sively to obstructive interference with hepatic 
excretion of enzyme. (American Journal of Medi- 
cine, July, 1960, pp. 43-54.) 


Sweat Iodide 


IT IS WELL KNOWN that children with cystic 
fibrosis of the pancreas secrete higher concentra- 
tions of chloride in their sweat than normal 
children. It has also been found that children 
with this disease excrete high concentrations of 
sodium and potassium in sweat. It has been dem- 
onstrated that this abnormality does not reside 
in renal or adrenal functional abnormalities, and 
in all probability the defect is in the sweat glands 
themselves. It has further been shown that chil- 
dren with this disease have abnormally high con- 
centrations of iodide in their saliva. 

Brodkey and Gibbs have conducted an investi- 
gation as to whether the sweat glands exhibit an 
abnormality of iodide secretion. Thirteen chil- 
dren with cystic fibrosis of the pancreas and 14 
normal children were studied. After preliminary 
saturation of the thyroid with Lugol’s solution, 
a tracer dose of radioactive iodine was adminis- 
tered. Sweating was encouraged with wool blan- 
kets and heating pads. Sweat was collected on 
gauze pads which were then centrifuged to pro- 
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vide the free fluid. Sweat chlorides were deter- 
mined as well as the radioactivity of both sweat 
and serum. 

The results indicated a significant difference 
between the controls and those with cystic fibrosis 
in regard to the method in which the sweat glands 
handle both chloride and iodide. The mecha- 
nisms responsible for the abnormalities of sweat 
glands in cystic fibrosis are as yet unknown. 
Because fibrocystics apparently secrete much 
greater concentrations of iodide in their sweat 
than normal, it is conceivable that this mode of 
elimination could become an important factor in 
their over-all iodine balance. (Journal of Applied 
Physiology, 15:501, May, 1960.) 


Griseofulvin Allergy 


QUERO HAS REPORTED a case of an allergic reac- 
tion to griseofulvin. Because this drug is relative- 
ly new and gives indications of clinical usefulness, 
it is important to document all possible side ef- 
fects. The patient in question was a physician 
who was known to be allergic to penicillin. He 
had prescribed for himself four tablets per day of 
griseofulvin for the treatment of dermatophytosis 
of the feet. His history was that of the sudden 
appearance of generalized pruritus, a burning 
sensation of the skin, red maculae and wheels 
over the trunk, abdomen and extremities and a 
vesicular eruption of the palms, fingers and soles. 
This had occurred after the ingestion of the third 
tablet of griseofulvin. On physical examination, 
the palms were covered with thick scales, and 
circumscribed areas of desquamation were noted 
on the lateral aspects of the fingers. 

Patch tests and intradermal tests were per- 
formed with both penicillin and griseofulvin. A 
1:1,000 aqueous solution of griseofulvin and 10 u. 
of penicillin per ml. water were used for the intra- 
dermal tests. Both patch tests were negative. 
Both intradermal tests, however, were positive 
on the second round of testing. The reactions ap- 
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peared about 10 minutes after the injection and 
lasted for about one hour. 

The patient was treated for his remaining skin 
complaints with a bland ointment and within two 
weeks had returned to normal. The author thinks 
that this patient has a double, independent sensi- 
tivity to penicillin and griseofulvin. It is worthy 
of note that the patient can take chloramphenicol 
and other antibiotics of the tetracycline group 
without allergic reaction. (Journal of Investigative 
Dermatology, 34:283, June, 1960.) 


Prolonged Steroid Therapy 


PROLONGED TREATMENT with adrenal cortical 
steroids results in adrenal insufficiency of variable 
duration. This syndrome develops from an in- 
hibition of the secretion of pituitary ACTH and 
adrenal cortical atrophy. Many methods have 
been suggested for combating this adrenal in- 
sufficiency or reducing its duration. Bertrand and 
his colleagues have investigated the variations in 
adrenal responses to ACTH stimulation after 
prolonged steroid treatment which was stopped 
abruptly. They performed the ACTH test at 
varying time intervals after discontinuing the 
therapy and compared the effects of combining 
regular injections of long-acting ACTH and 
testosterone. 

The ACTH test consists of a six-hour perfusion 
of 25 mg. of ACTH with blood sampling every 
two hours. Plasma is removed immediately from 
the blood samples and analysis is performed for 
free plasma 17-hydroxycorticosteroids. Bertrand 


Twelve hours after prednisone therapy was dis- 
continued, there was no response to ACTH. Tests 
at 36- and 60-hours in other patients produced 
very disordered curves. In the periods after pred- 
nisone therapy was stopped, the results not only 
indicated variations in the degree of adrenal re- 
sponse from patient to patient, but also irregu- 
larity in response for any one individual. Six and 
one-half days after prednisone therapy was dis- 
continued, the responses were more regular but 
still subnormal. 

When testosterone (15 mg. every five to seven 
days for three or four doses) was combined with 
prednisone therapy, adrenal unresponsiveness 
was not prevented. On the other hand, combining 
regular injections of long-acting ACTH (25 mg. 
every five to seven days) resulted in normal 
adrenal reactivity to ACTH twelve hours after 
discontinuation of prednisone therapy. (Journal 
of Pediatrics, September, 1960, p. 471.) 








Mean concentration e 


and associates tested 33 normal subjects by this 
method. The results obtained in these subjects 
are shown in the chart at the right. 

In 34 subjects hospitalized for various rheuma- 
tie conditions, prednisone had been given in doses 
ranging from 15 to 40 mg. per day. The length of 
the treatment varied but was never less than 21 Hours . 3 ° ° s 
days. The adrenal responsiveness of those pa- The effect of an infusion of 25 mg. ACTH on plasma 17- 
tients to ACTH was tested in the same manner. hydroxycorticosteroids in 33 normal subjects. 


Limits of variation 
in 33 patients 


Plasmo 17-Hydroxycorticosteroids 


(meg./ 100 ml.) 
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Pilonidal Sinus 


THE PRESENT STUDY by Abramson summarizes 
his experience in the treatment of 225 patients 
with pilonidal sinus disease by the technique of 
marsupialization. All patients were operated onan 
ambulatory basis at the Walter Reed Army Med- 
ical Center. Preoperative medication consisted of 
an oral antihistamine drug. The procedures were 
performed under local field block anesthesia, 
utilizing 1 per cent lidocaine with epinephrine. 

Marsupialization of the sinus requires that a 
mosquito clamp or grooved director be inserted 
into the sinus opening and that the tract, thus 
outlined, be laid open with a scalpel. The incision 
is continued into normal tissue for a short dis- 
tance and the contents of the sinus are removed. 
Any extensions of the sinus are opened in the 
same way. 

The sac of the lesion is removed except for a 
strip 14 in. in width which is left in the midline. 
Redundant skin edges are circumcised and the 
intact skin edge is then sutured to the strip of sac 
remaining in the midline with interrupted sutures 
of chromic catgut. When this is accomplished on 
both sides, a pressure dressing is applied. This 
dressing is removed the second day after opera- 
tion, and the sutures removed within seven to 
nine days, at which time sitz baths are begun. 
The area is shaved frequently to avoid ingrowth 
of hair, and at approximately five-day intervals 
the base of the wound is rubbed with a cotton 
applicator stick to prevent bridging of the mar- 
gins. Since this procedure is done with the patient 
on an ambulatory basis without hospitalization, 
Abramson emphasizes that it should not be at- 
tempted unless the patient can be followed very 
closely. 

According to Abramson, the method may be 
used in treating any case of pilonidal sinus dis- 
ease, requires no preoperative preparation and is 
done on an outpatient basis. It may be carried 
out in the presence of injection as it is an open 
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technique and provides adequate drainage. This 
factor avoids the major disadvantages of primary 
closure, that is, infection, breakdown and recur- 
rence. In addition, primary closure requires the 
sacrifice of large amounts of tissue; whereas, in 
the marsupialization technique, tissue loss is 
minimal and the intergluteal contour is pre- 
served. Healing time is usually well under three 
weeks, while the recurrence rate was 6.9 per cent, 
as compared with recurrence rates of 21 per cent 
and over for excisional procedures. (Annals of 
Surgery, 151:261, 1960.) 


The Blalock Murmur 


LINDE AND HEINS report the case of a 15-year- 
old boy who at 3 years of age had a right sub- 
clavian-pulmonary artery anastomosis for tet- 
ralogy of Fallot. One week before the patient was 
seen, he and several members of his family had 
respiratory illnesses. The rest of the family re- 
covered but the patient continued to have inter- 
mittent chills and daily fever. On physical exam- 
ination, at that time, it was noted that the con- 
tinuous murmur due to the anastomosis, usually 
heard, was absent. Bacterial endocarditis was 
suspected and proved by blood cultures. Ap- 
propriate antibiotic therapy was begun. On the 
third day of therapy, the continuous murmur be- 
gan to reappear. 

The authors postulate that the surgical anasto- 
mosis in this patient was occluded by bacterial 
vegetation. This resulted in the disappearance of 
the previously present shunt murmur. The re- 
appearance of the murmur after therapy and the 
greatly improved clinical status indicated re- 
opening of the surgical anastomosis. 

Appearance of a new cardiac murmur is ex- 
pected in the course of acute or subacute bacterial 
endocarditis. This is an instance when the disap- 
pearance of an anastomotic murmur may have 
the same diagnostic value. (Journal of Pediatrics, 
October, 1960, p. 576.) 
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The Mentally Retarded Child 


SOME PARENTS who place their retarded children 
in institutions continue to be emotionally upset 
and subject to feelings of guilt. When parents 
react this way, they may also upset the other 
children in the family. Cohen emphasizes the 
value of community services in assisting the 
family to cope with the mentally retarded child. 
It is particularly important “‘to leave the door 
open”’ so that the parents can still have someone 
to talk to and not “shop around” because of what 
they consider a negative or disinterested physi- 
cian attitude. If possible, the family should be 
encouraged to take care of the mentally retarded 
child. A study of mongolism indicates that nor- 
mal siblings can adapt to a retarded child in the 
home with minimal adverse effects. (Journal of 
Chronic Diseases, September, 1960, pp. 351-58.) 


Leukemia After X-ray Therapy 


THERE is now clear evidence that x-rays and 
other forms of ionizing radiation may act as 
potential leukemogenic agents to humans. Gra- 
ham presents the case histories of five patients 
who died with rapidly progressing acute myeloid 
leukemia after x-ray therapy for ankylosing spon- 
dylitis. The time interval between initial roent- 
gen treatment and diagnosis of leukemia in these 
cases varied from eight months to eight and one- 
half years with an average of five years and five 
months. The excessive leukemia among spondy- 
litie patients treated by radiation therapy over 
that observed in nonradiated spondylitic patients 
is significant statistically. 

The mechanism of leukemogenesis after radi- 
ation exposure is undetermined. It is probable that 
radiation injury of hematopoietic tissue is but 
one of several complex factors concerned in the 
development of leukemia in persons exposed to 
ionizing radiation. It has been demonstrated 
that the risk of leukemia increases with the size 
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of radiation dose absorbed by the hematopoietic 
marrow and with the number of courses of x-ray 
therapy administered. It is probable that there 
are wide individual differences in susceptibility 
to leukemia depending on genetic, constitutional, 
racial, nutritional, hormonal factors and others, 
all of which influence the likelihood of leukemia 
after radiation is given to an individual. It has 
been speculated that spondylitic patients who 
develop leukemia after radiation therapy may be 
highly susceptible individuals in whom therapeu- 
tic radiation exposure brings forward the onset 
of leukemia rather than actually causing it. Al- 
though it obviously would be desirable to recog- 
nize any preleukemic abnormalities which might 
constitute a warning of the impending onset of 
leukemia in patients receiving radiation for non- 
malignant diseases such as ankylosing spondyli- 
tis, to date no such changes have been consis- 
tently recognized. (AMA Archives of Internal 
Medicine, 105:51, 1960.) 
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Therapy of Pneumonia with a New Penicillin 


ACCORDING TO BUNN and Knight, penicillin is 
the drug of choice in the treatment of patients 
with pneumococcal pneumonia. They believe it 
should not be replaced by other antipneumococcal 
agents such as erythromycin, tetracycline, chlor- 
amphenicol or a sulfonamide except in the un- 
usual and uncommon instance of intolerance. 

Penicillin can be given in numerous ways, by 
various routes, in varying dosage schedules and 
for varying lengths of time in treating this acute 
infection. Virtually all reported regimens have 
proved good. Similarly, many kinds of penicillin 
are available and most of them can be used suc- 
cessfully for therapy of pneumococcal pneu- 
monia. The authors report on the new partially 
synthesized penicillin, potassium alpha phenoxy- 
ethyl penicillin, in the management of 25 con- 
secutive cases of bacteriologically confirmed 
pneumococcal pneumonia. This new synthesized 
penicillin was effective in these patients. 

All patients recovered and there were no 
deaths or purulent complications. No untoward 
side effects developed from the drug itself. 

Evaluation of the chemotherapeutic agent in 
pneumococcal pneumonia is not a troublesome 
problem. The disease is reasonably predictable 
and a weil-defined base line of what to expect 
with good therapy has been reported innumer- 
able times. Speed of crisis, promptness of resolu- 
tion of parenchymal lesions, duration of clinical 
illness, rapidity of disappearance of organisms 
from the sputa or blood, or both, mortality or 
incidence of purulent complications are all clear 
indices for evaluation of any therapeutic pro- 
gram. 

None of the available penicillin products has 
achieved such a superior position in management 
of patients with pneumonia that other prepara- 
tions should be discarded. The authors indicate 
that it is not desirable to label any single penicil- 
lin product best as far as antipneumococcal 
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activity is concerned. Potassium penicillin-152 
(Syncillin®) has proved efficacious and its use in 
treating pneumonia can be recommended without 
hesitation or reservation. Furthermore, because 
of its pharmacologic properties, it can be used in 
reasonably small daily doses (250 mg. three times 
daily with each dose given between meals). (A meri- 
can Journal of Medical Sciences, August, 1960, 
p. 192.) 


Inattention 


THE MEDICAL RESEARCH COUNCIL (Great Brit- 
ain) Report for 1958-59 considers the important 
practical problem of inattention and its relation 
to accidents. The application of communication 
theory has been very valuable in showing that the 
central nervous system is analogous to a single 
channel of limited capacity. In the same way that 
a telephone system cannot transmit a message if 
its channels are already fully occupied, so the 
brain may be unable to respond to a stimulus, 
even though a clear signal is received. 

This distraction may be brought about by 
fatigue. It can also be produced if the sources of 
information (incoming signals) are too numerous, 
simultaneous or unexpected, or if the channel is 
occupied by excessive stimulation (noise). 

In addition to such “environmental” factors, 
there are also temporary changes in the “‘capac- 
ity” of the nervous system itself. These depend 
on the reticular activating system, which acts in 
parallel with direct sensory pathways to the cor- 
tex to provide a widespread alerting discharge 
throughout the brain. 

The need for general stimulation of this sort is 
strikingly illustrated by experiments in sensory 
deprivation, in which subjects deprived of the 
normal contacts provided by sound, vision and 
touch, rapidly lose their ability to respond to 
other stimuli and soon become dangerously hallu- 
cinated. (British Medical Journal, July 23, 1960, 
p. 304.) 
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Pneumonia Treated 
with Tetracycline and Steroids 


THE VALUE of adrenal steroids as adjuvants to 
the chemotherapy of bacterial infections is equiv- 
ocal. The general use of these agents in uncom- 
plicated bacterial disease is not advocated. Kirby 
and associates conducted a controlled blind study 
on 42 patients with pneumococcal pneumonia. 
Twenty-one patients received tetracycline plus 
6-methyl-prednisolone and a similar group of 21 
patients received tetracycline alone. 

The more rapid defervescence in the tetra- 
cycline-6-methy]-prednisolone-treated individuals 
was the most notable feature of this study. No 
difference was noted in the degree of rapidity of 
clearing of the roentgenograms in the two groups. 
Suppurative complications such as empyema, 
meningitis or pericarditis did not occur in either 
group. No deaths occurred in either group during 
the course of the study. 

From this investigation it appears that there 
is no indication for steroids in conjunction with 
antibiotics in the treatment of uncomplicated 
pneumococcal pneumonia. The authors suggest 
that on the basis of the rapidity with which the 
temperature returned to normal in the tetra- 
cycline-steroid-treated group, control studies may 
show the adrenal steroids are valuable in the 
highly febrile toxic patient. (American Journal of 
Medical Sciences, July, 1960, p. 30.) 


Phenformin 


PHENFORMIN (DBI®) is a new nonsulfonylurea, 
orally given, hypoglycemic agent. Barclay has 
studied the influence of this agent on the control 
of the diabetes of 104 patients from a private office 
practice. These patients were selected for study 
because they presented problems in management. 
Phenformin, given with meals in divided doses of 
37.5 to 150.0 mg. per day, with or without adjunc- 
tive insulin achieved fair to excellent control of 
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the diabetes in 91 patients. Eight patients could 
not be controlled with phenformin therapy be- 
cause of behavioral or environmental problems, 
dietary abuse or lack of adequate response at the 
dosage levels used. 

The diagram below indicates the amount of 
insulin replaced by phenformin therapy in 75 of 
these patients. In the remaining 29, nine patients 
had not previously been treated with insulin and 
four had previously been treated with sulfonylu- 
reas only. 

The author concludes that phenformin is a 
safe, effective orally given hypoglycemic drug 
which is sufficiently wide in its range of activity 
to be considered the oral therapy of choice in 
managing diabetes. Special importance is at- 
tached to the value of combined phenformin- 
insulin therapy in reducing the incidence and 
severity of hypoglycemic episodes and in improv- 
ing the control of previously labile patients. 
(Journal of the American Medical Association, 
October 1, 1960, p. 82.) 





Amount of insulin replaced by phenformin therapy in 75 of 
104 patients. In the remaining 29, phenformin replaced no 
insulin. 
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Colistin in Urinary Tract Infections 


PETERSDORF and Hook have examined the use- 
fulness of a new antibiotic, colistin, which is iso- 
lated from the microérganism A. colistinus. It is 
effective primarily against gram-negative bac- 
teria and resembles, in its spectrum, polymyxin 
B. It had been noted in preliminary studies that 
colistin was bactericidal in vitro against many 
resistant strains of Pseudomonas and other com- 
mon urinary tract pathogens and investigation 
of its possible clinical usefulness seemed in order. 
A study was made of 181 urinary pathogens iso- 
lated from the urine in concentrations higher 
than 100,000 colonies per ml. These included E. 
coli, A. aerogenes, P. aeruginosa and paracolon. 
Besides these in vitro studies, 13 episodes of 
bacteriuria occurring in 12 patients were treated 
with sodium colistinmethanesulfonate (Coly- 
mycin M®). 

The results of the in vitro sensitivity studies 
were as follows. In concentrations easily obtain- 
able in urine, colistin was bactericidal for 15 of 
19 strains of E. coli, 13 of 15 strains of P. aeru- 
ginosa, one of four strains of paracolon and virtu- 
ally none of the Proteus. These in vitro results 
were extremely encouraging and the authors 
turned next to the treatment of 12 patients. 

All of these patients had chronic and compli- 
cated urinary tract infections with resistant or- 
ganisms to the ordinarily employed antibiotics. 
Colistin in doses of 35,000 to 90,000 units per 
kilogram of body weight per day intramuscularly, 
in four divided doses, effectively eliminated 
colistin-sensitive bacteria from the urine of nine 
of the 12 patients. Bacteriologic response usually 
occurred within a day or two after beginning 
therapy. In most of these immediate successes, 
the bacteria were either Pseudomonas, Klebsiella 
or paracolon and were difficult to control with 
other antibiotics. 

It is noteworthy that most of the patients 
promptly developed significant bacilluria with 
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different organisms after treatment with colistin. 
No toxic effects were noted and the authors 
think that the drug is worthy of further trial. Its 
greatest value would seem to be treating blood 
stream infections with these gram-negative or- 
ganisms, since clearing the urine of the partic- 
ular pathogens did not lead to sterile urine, but 
merely a different flora. (Bulletin of the Johns 
Hopkins Hospital, September, 1960, p. 133.) 


Effect of Repeated Fluoroscopies 


MANY RECENT REPORTS have raised the question 
of possible dangers from excessive radiation in 
diagnostic radiology. Genetic damage and leu- 
kemia are thought to be the principal risks. In an 
attempt to determine the effects of ionizing radia- 
tion, if any, in serial fluoroscopies over a long 
period, Birch and Baker studied the records of 
patients attending a rheumatic-cardiac clinic. A 
detailed study was made with reference to the in- 
cidence of all types of neoplastic disease and to 
the congenital abnormalities in the patient’s prog- 
eny. Two malignant tumors occurred among 746 
female patients and none among 734 male patients. 
These cancers developed during 26,314 patient 
years of observation. This incidence was found to 
be below that expected in the general population 
according to age and sex. No case of leukemia 
has occurred in any of these patients or any of 
their progeny. In an unselected group of patients 
with a total follow-up period of 26,000 patient 
years, one case might have been expected theo- 
retically. Also, the stillbirth rate and the rate of 
congenital anomalies did not differ statistically 
from that expected in the general population. 

The absence of observed deleterious effect in 
this group of patients should not be construed to 
mean that radiation entails no risk, but that the 
risk to the individual patient was too low to be 
observed in the population of this size. (New Eng- 
land Journal of Medicine, 262:1004, May 19, 
1960.) 
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Gastro-intestinal 





disorders? 





CONSIDER CITRUS PECTIN AND DERIVATIVES: Pectin N.F, Pectin Cellulose 
Complex, Polygalacturonic and Galacturonic Acids 


Diarrheas, dysenteries— many other intestinal disorders— respond quickly and 
favorably to pharmaceutical specialties whose key ingredient is an adequate 
dosage of citrus pectin or a derivative. 


Sunkist® Pectin N.F. provides a dependable therapeutic dosage of galacturonic 
acid—the recognized detoxicating factor. Specialty formulations of leading 
pharmaceutical manufacturers contain this product of Sunkist Growers. 


Literature and bibliography is available. Address: Sunkist Growers, Pharma- 
ceutical Products, 720 East Sunkist Street, Ontario, Calif. 


Sunkist Growers 


PHARMACEUTICAL DIVISION * ONTARIO, CALIFORNIA 
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Tips from 
Other Journals 


Postpericardiotomy 
and Postcommissurotomy Syndromes 


IN 10 to 40 per cent of patients who undergo 
mitral valve surgery, a puzzling postoperative 
complication occurs known as the postcommis- 
surotomy syndrome (PCS). The characteristic 
clinical features of the PCS are pleuropericardial 
pain, fever and a tendency to relapse. The course 
is benign and lasts from a few days to several 
weeks. Patients respond to steroids but not to 
antibiotics or salicylates. 

Segal and Tabatznik of Johannesburg now re- 
port an identical complication occurring after 
penetrating stab wounds of the chest. The clinical 
features of these two syndromes are compared. 
These authors offer the view that the PCS is, in 
reality, a postpericardiotomy syndrome. 

Several hypotheses have been advanced for the 
pathogenesis of the PCS. Originally, evidence was 
advanced that favored rheumatic activation as a 
result of surgical trauma. However, the absence 
of preceding streptococcal infection, the lack of 
response to salicylates and absence of serologic 
confirmation are factors against a rheumatic 
etiology. The fact that this postoperative compli- 
cation also occurs in nonrheumatic individuals 
undergoing cardiac surgery is a strong argument 
against the rheumatic nature of the syndrome. 

The feature common to all such surgical pro- 
cedures is an incision of the pericardium. Val- 
votomy, cardiotomy and injury to cardiac mus- 
cle are not responsible factors, because the syn- 
drome may occur when only a pericardiotomy 
has been performed. The occurrence of this same 
syndrome in the patients reported by Segal and 
Tabatznik after penetrating stab wounds of the 
chest supports the theory that the PCS repre- 
sents a traumatic pericarditis. Other authors 
have suggested that the dramatic response to 
adrenal corticosteroids supports the view that 
these patients have an immunologic hyperreac- 
tivity. (American Heart Journal, 59:175, 1960.) 
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Hypertension 


MORE KNOWLEDGE is needed about the natural 
history of high blood pressure. One of the major 
difficulties is the actual measurement of the blood 
pressure. The casual pressure may not be truly 
indicative of the basal blood pressure. Morrison 
and Morris point out that familial studies in hy- 
pertension are deficient in both numbers and 
definition. Not enough families have been studied 
and the pressure used as the index is uncertain. A 
study of the relatives of patients with hyperten- 
sion provides some evidence of distinct “popula- 
tions” of normotensive and hypertensive in- 
dividuals. Even though the genetic influence in 
essential hypertension is present, it is ill defined. 
(Lancet, October 15, 1960, pp. 829-32.) 


‘Broken Arrow’ 


A NUCLEAR INCIDENT is defined in the Code of 
Federal Regulations as any occurrence within the 
United States or its possessions causing bodily 
injury, sickness, disease or death, loss of or dam- 
age to property. It arises out of or results from 
radioactive, toxic, explosive or other hazardous 
properties of nuclear material. Repeated inci- 
dents have occurred in which nuclear material 
was involved but no serious public health hazard 
has developed. The Air Force has developed well- 
equipped disaster control teams at each major 
installation to cope with nuclear incidents in 
peacetime. The call designation for nuclear acci- 
dent mobilization has a frontier ring—“broken 
arrow.” (U.S. Armed Forces Medical Journal, 
September, 1960, pp. 961-90.) 
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OPTIMUM NUTRITION 
Providing all the normal 
dietary requirements plus 
a reserve for stress situa- 
tions while avoiding the 
hazards of excessive 
amounts of individual 
nutrients. 


Sturdy, well satisfied babies 


BAKER'S MODIFIED MILK 
PROVIDES OPTIMUM 


PROTEIN NUTRITION 


“There is abundant clinical evidence... that formula- 
fed infants receiving high protein allowances compare 
favorably to thriving breast-fed infants.”! Authorities,2 
whose experience with the hunger of infants fed even 
3.5 grams of protein per kilogram, have opposed intakes 
of cows’ milk which would give less protein. 


Baker’s Modified Milk supplies a protein level of 3.7 
grams per kilogram of body weight per day to meet 
normal needs and to provide a dietary reserve for 
increased protein demands caused by fever, diarrhea 
and infections. An adequate water reserve is also 
provided for renal function and proper water balance 
by the 20 Cal/oz. dilution.3 


Because an infant's health depends upon total 
adequacy of his diet,4 Baker’s Modified Milk supplies 
an optimum protein level, 6% of the calories as essen- 
tial linoleic acid, and contains 7% carbohydrate com- 
posed of multiple sugars, the R.D.A.5 of vitamins, and 
7.5 mg. of iron per quart of formula. 


1. Hill, L. F.: J. Pediatrics 54: 545 (1959) 2. Gordon, H.H., and Ganson, A.F.: 
J. Pediatrics 54: 503 (1959) 3. A.A.P. Committee on Nutrition, Pediatrics 19: 
339 (1957) 4. Woodruff, Calvin W.: J. A. M. A. 175: 114 (1961) 5. Recom- 
mended Dietary Allowances, NAS-NRC Publication 589 (1958) 6. U.S.P.H.S. 
Milk Code, Federal Security Agency Publ. 220 (1953) 


Bakers 
MODIFIC€D MILK 


Made only from Grade A milk*—scientifically formulated to duplicate 
the nutritional results of human milk Powder/ Liquid 


THE BAKER LABORATORIES, INC., Cleveland 15, Ohio 
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The Problem of Contributions 


JOSEPH ARKIN 


AT A RECENT medical society meeting, a physi- 
cian turned to a colleague and said ruefully: 
“T dread the morning mail! A day doesn’t go by 
that one of my patients doesn’t write me, ex- 
plaining why I should make a donation to a 
particular charity in which he’s interested.” 

The problem of contributions is one that has 
always vexed the business and professional man, 
but with concerted drives conducted for almost 
every form of illness known to medical science, 
the problem has become increasingly important. 
In the suburbs especially, people seem more 
civic minded, and every neighborhood has a local 
chapter of some national organization collecting 
funds for heart disease, palsy or mental health. 

The physician wants to fulfill his duty as a 
citizen by contributing part of his earnings to- 
ward the welfare of others. But with an extensive 
practice, even if he contributed only a small 
amount to each organization that is a “pet” 
charity of a patient, he would find that the total 
would be in excess of what he could afford. With- 
out doubt, it would also exceed the amount allow- 
able under existing laws and regulations of fed- 
eral and state tax authorities. 

Is there any solution which will prevent an 
unreasonable strain on the doctor’s pocketbook 
but, at the same time, keep the goodwill of his 
patients, eliminate unpleasantness and promote 
a favorable community relationship? Should 
these requests be ignored completely, each 
honored with a nominal donation or refused, 
politely but firmly, with a form letter? 

This problem can be solved in a number of 
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ways. First of all, the doctor must set a budget 
for contributions at the beginning of the year, 
based on last year’s earnings and providing for 
those groups which he believes truly worthwhile. 
An extra sum should then be provided for new 
organizations or contingencies. Many businesses 
handle the matter in this way, and such a system 
should not alienate those placed in the role of 
solicitor—if it is explained to them. 


Form Letters Best Method 


The worst thing the doctor can do, however, 
is to completely ignore the request. This ruffles 
otherwise calm, patient persons. Whether he is 
or is not going to make a donation, the physician 
should answer each letter. The reply can either 
be prepared by a secretary or the doctor may 
have form letters printed in such a way that 
only the name and address of the solicitor and 
the name of the organization need be added. 

One such letter, refusing a request for a po- 
litical campaign contribution, might read: 
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When 

severe pain accompanies 
skeletal muscle spasm 

ease both‘pain & spasm’ 








with Robaxisal:: 


Rosaxtn® with Aspirin 


A dual-acting skeletal muscle relaxant-analgesic, combining the clinically 
proven relaxant action of ROBAXIN with the time-tested pain relieving 
action of aspirin. 

Each RopaxisaL Tablet contains: 


Rosaxtn (methocarbamol Robins) 400mg.  Acetylsalicylic acid (5 gr.).......... 325 mg. 
U.S. Pat. No. 2770649 


Supply: Bottles of 100 and 500 pink-and-white laminated tablets. 
Or ROBAXISAL®-PH (ROBAXIN with Phenaphen®) — when anxiety is 
associated with painful skeletal muscle spasm. 
Each RopaxtsaL-PH Tablet contains: 
Rogaxin (methocarbamol Robins) 400 mg. Acetylsalicylic acid ................+-. 81 mg. 
Phenacetin 97mg. Hyoscyamine sulfate 0.016mg. Phenobarbital (% gr.) 8.1 mg. 
Supply: Bottles of 100 and 500 green-and-white laminated tablets. 
A. H. ROBINS CO., INC., Richmond 20, Virginia 


Making today’s medicines with integrity ...seeking tomorrow's with persistence. 














“T sincerely regret that I cannot comply with 
your request to participate in the campaign for 
NG oe. ln de cae ea to office as 

“No doubt you are aware that my services are 
extended to persons belonging to both major 
political parties. In the interest of remaining 
‘politically impartial’ to my patients, I have 
established a policy of not making any political 
contributions. 

“T trust you will see the need and rationality 
of such a policy and will accept my position.” 

A reply to those whose organization has not 
been included in your established budget may 
be made in this way: 

“I sincerely regret that I cannot comply with 
your request to participate in the ............ 
fund raising campaign. 

“At the beginning of each year I establish 
monthly quotas for the organizations to which I 
desire to make donations. The quota has been 
reached (or ‘‘your organization was not included 
in my budget’’), so I cannot make a contribution 
this year. However, I shall be pleased to receive 
literature concerning the activities of your 
organization with a view to including it in next 
year’s budget. 

“T appreciate your efforts for a cause you deem 








so worthy and hope to be able to give you a 
different reply next year.” 
Requests for journal ads may be handled in 


this way: 
“I have received your letter and attached 
advertising contract of the .......... organiza- 


tion and regret that I cannot participate. 

“The rules of professional conduct as established 
by state law and by the medical societies to which 
I belong prohibit advertising either directly or 
indirectly. 

“T appreciate your efforts and the good work 
of your organization and enclose my check in 
the amount of $. . . . as a donation. I request that 
you do not list my name as an advertiser.” 

In the event that the doctor doesn’t wish to 
contribute, the last paragraph may be changed to 
read: 

“T appreciate the good work of the organiza- 
tion and wish you every success in the worthy 
work you have undertaken.” 

Letters such as these can be prepared on the 
basis of the doctor’s own willingness or ability 
to participate. His pocketbook and conscience 
should be his guides, but the doctor should 
remember that above all, tact and diplomacy are 
his best defenses when dealing with personal 
requests. 





Disregarding 
Prescriptions 


survey. 


PATIENTS DISREGARD at least 14 per cent of all prescriptions, according to a recent 


Results of a study conducted by Lakeside Laboratories indicated that of every 100 


prescriptions written, 69 were filled, 17 were not filled because the product was un- 
available at the drugstore and 14 were not filled because the patients completely dis- 


regarded them. 


The 14 per cent who failed to have the prescriptions filled gave a variety of reasons 
for not following the doctor’s orders. Some said they felt better the next morning; 
others claimed the drugstore they went to was closed. One answered that he recog- 
nized the name of the drug and that it had not been helpful to him on previous oc- 


casions. 
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SUIT Maw 


TRADEMARK (TRIPLE SULFA CREAM-— WF“) 





Against Secondary Invaders 


in Trichomoniasis In Nonspecific Vaginitis 










FOR 
LOCAL CERVICOVAGINAL 
THERAPY 


White SULTRIN Cream, formerly available 
in buff-colored Triple Sulfa Cream, 
destroys a wide variety of vaginal patho- 
gens-and even helps eradicate “difficult” 
trichomonads by restoring the normal 
vaginal pH. Outstandingly effective in many 
After Cervical Cauterization, | obstetric and gynecologic conditions, this triple sulfon- In Postpartum Care 
Cervical or Vaginal Surgery amide cream promotes rapid healing, relieves inflammation, 
minimizes. discomfort, and significantly reduces odor and 
discharge. Supplied: 78 Gm. tube with or without applicator. : 
Also available: SULTRIN Triple Sulfa Vaginal Tablets. 





**THE GENERAL PRACTITIONER AND THE LAW’ 


Negligence and Malpractice 


HOWARD NEWCOMB MORSE, LL.B. 


In this series, a well-known legal author 
discusses some landmark cases 

in the continuing development of the law 

as it pertains to the tort liability of physicians. 


Liability for Resident’s Negligence 


A hospital staff surgeon, who had a choice of 
operating on the patient himself or designating an- 
other qualified person to do so, chose a resident 
physician who was not a licensed surgeon and could 
not undertake operative surgery without first con- 
sulting and receiving approval of a staff surgeon. 
Thereafter, the negligence of the resident physician 
was imputable to the staff surgeon, as was the 
knowledge of a junior intern and the anesthetist, 
who both were told that the patient was allergic to 
penicillin and who were also under the resident 
physician’s charge during the operation. The 
staff surgeon was liable for injuries sustained by 
the patient as a result of the use of penicillin. 


William J. Yorston was working for the Baton 
Construction Company, Philadelphia, when a 
nail ricocheted from a ramset gun he was using, 
entered his right leg and fractured the fibula. 
He was taken to the receiving ward of Episcopal 
Hospital. 

A few months before the accident, Yorston 
had been treated by his family physician (a Dr. 
Katzman) for a virus condition. Dr. Katzman 
had given him one injection of penicillin, but 
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Yorston was allergic to the drug and developed 
skin rash. The doctor discontinued its use and 
wrote a note stating that Yorston was allergic 
to penicillin and was never to receive it under 
any circumstances. Yorston carried this note in 
his wallet and had it with him when he was 
taken to the hospital. 

While the patient was in the receiving ward, 
he showed the note to one of the nurses and to 
Mr. Rex, a junior intern. Yorston’s wife, who 
arrived shortly after, also showed the note to one 
of the nurses and she told a Dr. Washington (an 
intern) that there was a note about an allergy 
which she had given to the nurse. She also said 
that her husband was allergic to tetanus anti- 
toxin. 

Yorston also told the junior intern about the 
allergy to tetanus antitoxin, so a skin test was 
made which proved negative. Tetanus antitoxin 
was then administered. No test, however, was 
made for allergy to penicillin. 

The patient remained in the receiving ward 
about four hours. During this time, Dr. Edgar 
L. Pennell, Jr., a staff surgeon, came to the ward. 
Mrs. Yorston spoke to him, complaining about 
the long time her husband had been kept waiting. 

While Yorston was still in the receiving ward, 
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a better way fo 


Seal the umbilical cord... 














THE UMBILICAL CORD-CLAMP* BY HOLLISTER 


@ is applied in a moment with one hand. 

@ locks permanently — cannot come loose. 

@ maintains constant, even pressure as cord dries. 
@ eliminates danger of seepage. 

@ does away with time-consuming adjustments. 
@ is lightweight — needs no belly-bands. 

@ requires no dressings. 

@ is disposable. 

@ may be autoclaved with OB instrument pack 

@ is also available in pre-sterilized packets. 


*E Wow available in 
individual 
sterile packets 


4 Holster: 


INCORPORATED 
833 North Orleans Street, Chicago 10, Illinois 
In Canada, Hollister Limited, 160 Bay St., Toronto 1 
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Negligence 
and Malpractice 


Dr. Hatemi, a surgical resident, was called to the 
ward. Dr. Hatemi was a graduate of a medical 
school in Iran, had spent a one-year internship 
at Quonset City Hospital, Boston, and had then 
come to Episcopal Hospital for residency train- 
ing in surgery. Upon receiving his appointment, 
he had applied for a license to take postgraduate 
study in general surgery at the Philadelphia hos- 
pital. Prior to obtaining such a license, an inter- 
view was required with a representative of the 
Board of Medical Licensure of Pennsylvania. 
The interview took place and the application 
was approved by the board, in regular session at 
a meeting, retroactive to the date of application. 
However, at the time of Yorston’s accident, Dr. 
Hatemi’s application had not yet been approved. 

In the receiving ward, the resident examined 
Yorston, took a brief history of the way the acci- 
dent had happened and ordered x-rays. The 
films disclosed the fracture and the presence of 
the nail in the fibula. Dr. Hatemi took the films 
to Dr. Pennell, who had returned to his private 
office in the hospital. Dr. Pennell examined the 
x-rays and reviewed with Dr. Hatemi the plan 
of treatment to be followed. This plan included 
a general discussion of postoperative care. Anti- 
biotics were mentioned, but there was no specific 
reference to penicillin. 

While Drs. Pennell and Hatemi were discuss- 
ing the case, the junior intern (Mr. Rex) was 
making a physical examination and taking the 
patient’s history. It was specifically by virtue 
of Dr. Hatemi’s order that Rex took this history, 
for ordinarily his duties in the receiving room did 
not require him to take histories of patients ad- 
mitted for surgery. Part of the history was taken 
in the receiving ward and part in the corridor 
outside the operating room. 

After Drs. Pennell and Hatemi had agreed on 
the proper procedures and Dr. Pennell had ap- 
proved of Dr. Hatemi’s operating, the latter 
checked Yorston’s heart and pulse while he was 
in the corridor. The patient was then taken into 
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the operating room. At that point, Rex re- 
membered that although he had been informed 
that Yorston was allergic to penicillin, he had 
neglected to note this in the written history. He 
went to the operating room door. As he was not 
properly dressed according to hospital rules, he 
could not go in, so he called the nurse anesthetist 
to the door and asked her to make a notation on 
the history about the penicillin allergy. She said 
she would. Before the operation, Dr. Hateini 
read the history; it showed the notation “Allergic 
to Penicillin.” 

Dr. Pennell was in the operating room before 
the operation and lifted Yorston’s leg. Dr. 
Hatemi personally administered the spinal anes- 
thetic. The nail was extracted, a cast was placed 
on the leg and the operation was completed. As 
the operation drew to a close, Dr. Hatemi dic- 
tated the postoperative orders in which he pre- 
scribed 600,000 units of penicillin every four 
hours. 

Yorston was taken back to the ward, and be- 
fore the administration of penicillin, he told the 
nurse on duty that he was allergic to the drug. 
Nevertheless, between 8:15 and 9:00 P.M., she ad- 
ministered penicillin in accordance with the di- 
rections on the chart. (When Yorston was taken 
to the ward after the operation and even as late 
as 11:00 P.M., there was no notation of a penicillin 
allergy on the chart.) The next nurse on duty 
gave him 600,000 units of penicillin at midnight 
and again at 4:00 A.M. Yorston told everyone with 
whom he came in contact (including two other 
men in the ward) that he was allergic to peni- 
cillin. On one occasion, when Drs. Hatemi and 
Pennell were present, the former said he was giv- 
ing the patient aureomycin, but Dr. Pennell told 
him to give the patient 25,000 units of penicillin. 
When Yorston told Dr. Pennell that he was al- 
lergic to the drug, the doctor merely walked 
away. One of the nurses even refused to look at 
Dr. Katzman’s note advising against the use of 
penicillin. 
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during pregnancy.: 
throughout lactation 


Natabec’ 
Kapseals’ 


prenatal vitamin-mineral formula 


Prescribed as a prenatal 

supplement, NATABEC provides 10 
vitamins with cafcium and iron plus 
intrinsic factor concentrate and 
rutin. These easy-to-swaliow Kapseals 
compensate for the increased demands 
of pregnancy and lactation...help to promote 
better health for both mother and child. 

Each NATABEC Kapseal contains: Calcium 
carbonate —600 mg.; Ferrous sulfate—150 mg.; 
Vitamin A (1.2 mg.)—4000 units; Vitamin D 
(10 meg.)—400 units; Vitamin B, 

(thiamine) mononitrate—3 mg.; Vitamin B, 
(riboflavin)—2 mg.; Vitamin B,, (crystalline)— 
2 mcg.; Folic acid—0.25 mg.; Synkamin® (as the 
hydrochloride) —0.5 mg.; Rutin—10 mg.; Nicotinamide 
(niacinamide)—10 mg.; Vitamin B, (pyridoxine 
hydrochloride)—3 mg.; Vitamin C (ascorbic acid)— 
50 mg.; Intrinsic factor concentrate—5 mg. 

Dosage: One Kapseal daily or as directed by the 
physician. Supplied: NATABEC Kapseals are 
available in bottles of 100 and 1,000. 59168 
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Negligence 
and Malpractice 


On the morning after the operation, Yorston 
objected when the nurse tried to administer peni- 
cillin. She called Dr. Pennell, who came to the 
ward, canceled the order for penicillin and direct- 
ed that achromycin be given instead. Yorston 
was discharged from the hospital. 

Two days later, he developed an allergic skin 
reaction and called Dr. Katzman (his family phy- 
sician), who had him readmitted to the hospital 
as Dr. Pennell’s patient. The next morning, 
Yorston suffered a cerebrovascular accident, fol- 
lowed by severe physical and personality changes 
—a direct result of the penicillin reaction. 

The various charts and admission sheets for 
both the first and second admissions were signed 
by Dr. Pennell in the place indicated for the sig- 
nature of “Chief or Attending M.D.” 

After Yorston was discharged the second time, 
he brought a malpractice action against Dr. 
Pennell in the Court of Common Pleas of Phila- 
delphia County, Pa. The court rendered judg- 
ment for Yorston, and Dr. Pennell appealed. 

The Supreme Court of Pennsylvania affirmed 
the decision of the trial court. The court de- 
clared: “Neither Dr. Pennell nor Dr. Hatemi 
would be responsible for the acts of agents of the 
hospital, such as nurses who administered peni- 
cillin postoperatively on their own or at the in- 
stance of other physicians. Here, the penicillin 
was administered specifically because of the di- 
rections of Dr. Hatemi given while in the oper- 
ating room and so recorded on the chart . . . De- 
fendant (Dr. Pennell) was present in contempla- 
tion of law since his personally chosen agent (Dr. 
Hatemi) performed the operation. When that 
personally chosen agent performed the operation 
the hospital employees assisting in it who ordi- 
narily would not be servants either of Dr. Hatemi 
or Dr. Pennell became . . . the agents of Dr. Pen- 
nell through the agency of Dr. Hatemi.”’ 


(The preceding case was heard in the Supreme Court of 
Penvsyloania, case number 397 Pa. St. 28, 158 A. 2d 255.) 
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While the patient was in the receiving ward, he showed the 
note concerning his penicillin allergy to a nurse and the 
junior intern. 


Attendance During Treatment 


In a malpractice action, whether the physician ex- 
ercised reasonable care in the performance of his 
duty to properly attend the patient while the patient 
was taking electrical treatment for a bruise on her 
cheek is a question which should be submitted to 
the jury for determination. 


Miss Elna Adamsen was in an automobile ac- 
cident and was bruised on her left cheek, just be- 
low the eye. Shortly after the accident, a doctor 
lanced the wound and suggested that she undergo 
electrical treatment. She then consulted Dr. Aug- 
ust L. Magnelia, a licensed physician practicing 
in Rockford, Ill. He also recommended electrical 
treatment for the injury, which was a hard swell- 
ing at that time. 

In the treatment, Dr. Magnelia used an electro- 
therapeutic machine of standard manufacture, 
operated by electricity. He fastened a metal plate 
(which was attached to the machine by wires) on 
each of the patient’s cheeks and turned on the 
electricity. After the machine had been running 
half an hour, the plates were removed. During the 
treatment, Miss Adamsen’s right cheek was 
burned. 

Miss Adamsen filed an action for malpractice 
against Dr. Magnelia in the Circuit Court of 
Winnebago County, Ill. A jury returned a verdict 
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in leading headache clinics, 


the drug of choice for migraine is 


CAFERGOT 


First thought in migraine: 


CAFERGOT TABLETS: ergotamine tartrate 1 mg., 
caffeine 100 mg. (Color: light gray, sugar-coated.) 
Dosage: 2 at first sign of attack; if needed, 1 addi- 
tional tablet every % hour until relieved (maximum 
6 per attack). 

CAFERGOT SUPPOSITORIES: ergotamine tar- 
trate 2 mg., caffeine 100 mg. Dosage: 1 as early as 
possible in attack; second in 1 hour, if needed 
(maximum 2 per attack). 





When the headache is associated with 
nervous tension and G.I. disturbance: 


CAFERGOT P-B TABLETS: ergotamine tartrate 1 mg., caf- 
feine 100 mg., Bellafoline 0.125 mg., pentobarbital sodium 
30 mg. Warning: May be habit forming. (Color: bright green, 
sugar-coated.) Dosage: same as Cafergot Tablets. 
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mg., caffeine 100 mg., Bellafoline 0.25 mg., pentobarbital 
sodium 60 mg. Warning: May be habit forming. Dosage: same 
as Cafergot Suppositories. 
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Negligence 
and Malpractice 


in favor of Dr. Magnelia, and the court entered 
judgment accordingly. Miss Adamsen appealed 
the decision, contending that it was the duty of 
Dr. Magnelia either to remain in attendance 
during the time the treatment was being given or 
to have some competent person there to attend 
her properly. 

The Appellate Court of Illinois reversed the 
decision of the lower court and remanded the 


case to the lower court for a new trial. The Ap- 
pellate Court held that the question as to wheth- 
er Miss Adamsen was properly and reasonably 
attended by Dr. Magnelia during the treatment 
should have been submitted to the jury for de- 
termination. 


(The preceding case was heard in the Appellate Court of 
Illinois, case number 286 Ill. App. 412, 3 N.E. 2d 708.) 





WHAT OTHERS ARE SAYING... 


A Fable: Efficiency, Government Style 


“A small private hospital of 100 beds ran efficiently 
with an administrative staff of one administrator, 
one business manager and five secretaries. The house 
staff consisted of three residents and six interns who 
were paid by the hospital. They were taught by the 
staff doctors who were in private practice and re- 
ceived no pay. This hospital was filled with patients 
who received excellent care. There was no waiting 
list, and the people in the community were healthy 
and happy. 

“Then this fine hospital was taken over by the 
state. First came the administrator with his two 
assistants and each had two secretaries. Since there 
was not enough office space, five patient rooms were 
converted into offices. Next arrived the business 
manager with his two assistants and their six secre- 
taries and with them went ten more hospital beds. 
The efficiency expert arrived with an assistant and 
three secretaries, which used up five more rooms. The 
professional staff expanded to 12 full-time chiefs, 
each with a full-time assistant and each one with at 
least one secretary. The house staff went from nine 
to 55. 

“Each department needed a research laboratory, 
So more beds were appropriated. When the reorgani- 
zation was over, the hospital, which had been operat- 
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ing on a budget of $300,000 a year (paid by the 
patients) was costing $3.5 million a year (paid by the 
taxpayers). This, of course, did not include the 
$300,000 received in federal grants for research of 
questionable necessity and merit—also paid for by 
the taxpayer. 

“At this time it was discovered that the need for 
office space had left only one bed for patients. Im- 
mediately each department claimed the single bed. 
As a result, the only patient in the place alternated 
between complete neglect, examination and treat- 
ment by the whole staff. The strain of 50 physical 
examinations a day, supplemented by millions of 
laboratory tests, conflicting, canceled and reordered 
orders, along with infusions, transfusions, enemas, 
lavage, gavage, etc., brought on his early demise. 
Autopsy revealed death was caused by exhaustion, 
acute therapeutic anemia and a perforated stress 
ulcer. 

‘With the death of the single patient, the last re- 
maining bed was converted into a conference room. 
Here the staff met and after months of deliberation, 
came up with a brilliant solution. They sent a request 
to the state legislature for $10 million to build a new 
100-bed hospital.’”—W. H. LEITCH, M.D., Rocky 
Mountain Medical Journal, April, 1960. 
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Physicians and Hospitals 


CHARLES E. NYBERG 


THE RESPONSIBILITY for the quality of medical 
care in the hospital rests with the medical staff 
even though the hospital’s governing body is 
legally and morally responsible for the conduct of 
the entire hospital. Included in the governing 
body’s responsibility is the appointment of the 
medical staff members. Usually the appointments 
are made (upon the recommendations of the medi- 
cal staff) for a period of one year. 

To emphasize and bring to the attention of phy- 
sicians the basic responsibilities for medical care 
in a hospital, the California Medical Association 
recently adopted guiding principles for physician- 
hospital relationships. The role of the governing 
body and the role of the physicians are stated 
briefly. 


Role of the Governing Body 


“The governing authority or board of a hospi- 
tal may be a governmental agency, an elected or 
appointed board of trustees or board of direc- 
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tors, but it shall be referred to hereinafter as the 
governing body. 

“The governing body of a hospital is legally 
and morally responsible for the conduct of the 
entire hospital. Included in this responsibility is 
the appointment of medical staff members. Ap- 
pointments should be made by the governing 
body upon recommendation of the medical staff 
and should be for a period of one year. 

“The quality of medical care patients receive 
has been shown to be affected by the coopera- 
tion, understanding and morale existing among 
the physicians and administrative staff of a 
hospital and requires wise leadership of the 
governing body.” 


Role of the Physician in the Hospital 


“All physicians understand and accept the 
principle that hospital medical staff privileges 
are dependent upon individual skill and training 
and not solely on licensure. The primary respon- 
sibility of a physician is to render medical care 
to the sick and injured persons who have selected 
him as their physician. In discharging this re- 
sponsibility he brings to bear all his medical skill 
and judgment. 

“As a condition of his staff membership, each 
physician member of the staff of an accredited 
hospital accepts and agrees to abide by the prin- 
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ciples and standards established by the Joint 
Commission on Accreditation of Hospitals and 
other accreditation organizations.” 

The principles include the role of the various 
accrediting organizations and then cover control 
of medical care in the hospital. 


Control of Medical Care 


“The national accrediting organizations, while 
setting a basic standard, can exert no direct con- 
trol over the quality of medical care being 
rendered in a hospital. This must be done locally 
in each hospital by its own medical staff. 

“Basic principles by which good medical care 
and professional conduct can be judged have 
long been established. The best interests of the 
patient, the physician and the hospital are 
served by observing them. 

“Within the framework of the medical staff, 
a committee structure is established to supervise 
and review the medical care provided. The follow- 
ing medical staff committees are regarded as 
essential: 


1. EXECUTIVE 


“The duties of the Executive Committee are 
to coordinate the activities and general policies 
of the various departments, to act for the staff 
as a whole under such limitations as may be 
imposed by the staff, and to receive and act upon 
reports of the Medical Records, Tissue and such 
other committees as the medical staff may desig- 
nate. 


2. QUALIFICATION OR CREDENTIALS 


“The duties of the Credentials Committee are 
to investigate the credentials of all applicants 
for membership; to investigate any breach of 
ethics that may be reported; to review any 
records and to arrive at a decision regarding the 
performance of the staff member; to review in- 
formation regarding the competence of staff 
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members and make appropriate recommenda- 
tions to the Executive Committee. 


3. JOINT CONFERENCE 


“This committee is a medicoadministrative 
liaison committee and the official point of con- 
tact among the medical staff, the governing 
body and the administrator. 


4. MEDICAL RECORDS 


“The duties are to supervise and appraise 
the quality of medical records and to insure their 
maintenance at the required standard. 


5. TISSUE 


“The duties are to study and report to the staff 
or Executive Committee on the agreement or 
disagreement among the preoperative, postopera- 
tive and pathologic diagnoses and to make a 
qualitative analysis of surgical procedures under- 
taken in the hospital. 


6. HOSPITAL UTILIZATION 


“This committee is established within the 
medical staff of a hospital to assure that all of 
the inpatient service given is necessary and could 
not be provided as effectively in the home, of- 
fice or other available facility. The committee 
analyzes and identifies factors that may con- 
tribute to unnecessary or ineffective use of in- 
patient services and facilities and makes recom- 
mendations designed to minimize ineffective 
utilization. 

“Rules and regulations having their origin in 
these committees have one main objective: The 
insuring of the best possible medical care for the 
patient in the safest and most economical man- 
ner. Each physician has a responsibility to be an 
active participant in the work of any of the 
committees to which he has been appointed. Of 
equal importance, each physician must make it 
his personal responsibility not only to comply 
with decisions made by the staff on recommenda- 
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tion of its committees, but to insist that all other 
physicians also comply. He must be willing to 
call a colleague to an accounting before the staff 
if he thinks the colleague has erred. Likewise, he 
too, by reason of his staff membership, must be 
governed by the same conditions.” 

The principles delineate in some detail the 
proper administration of medical standards 
through the various medical staff committees. 
Participation in committee work and acceptance 
of committee decisions are stressed. 


An outline of the California Medical Associa- 
tion’s liaison with the California Hospital Asso- 
ciation is also included. This liaison is carried on 
down through county joint medical society and 
hospital advisory committees. 

These guiding principles should prove to be 
an excellent framework within which physicians 
and hospital governing bodies and administrators 
can resolve many problems and more effectively 
work together to carry out the objectives of the 
group: Better medical care for the public. 








Doctor and Dentist Visits 
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FOR EVERY VISIT to his dentist’s office, the average American makes 3.2 trips to his 
family doctor’s office. 

A recent U.S. National Health Survey shows that the average person goes to his 
doctor’s office 4.8 times a year but only sees his dentist 1.5 times. 

Women see both their doctor and dentist more often than men do. The average 
woman visits the doctor’s office 5.5 times a year; the dentist’s office, 1.7 times. Men 
make 3.9 trips to their doctor’s office, 1.3 to the dentist. 


Health Care Spending 


PRIVATE EXPENDITURES for medical care amounted to $18.3 billion in 1959, according 
to recently published federal estimates. Of this total, $13.2 billion was spent directly 
and $5.1 billion was used to purchase health insurance. 

Thirty percent of the total was for hospitalization, 27 per cent for physicians’ 
services and almost 11 per cent for dental care. Medicines accounted for 19 per cent, 
6.5 per cent was for appliances, 4.6 per cent for auxiliary professional services and 
slightly over 1 per cent was spent on nursing homes. 
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X-Ray Technology. 

By Charles A. Jacobi, M.T. and Donald Hagen, R.T. 

Pp. 458. Price, $10. C. V. Mosby Company, St. Louis, 

1960. 

THE AUTHORS have prepared this book with the aim 
of making it practical. They have included basic in- 
formation for technicians with limited experience and 
for workers in small hospitals and clinics. 

The book is divided into 18 chapters, with an ap- 
pendix and a glossary of radiographic terms. Most of 
the common procedures are outlined and good illus- 
trations demonstrate the various positions used in 
roentgen examinations. 

The first three chapters cover fundamental elec- 
tricity and magnetism, x-ray machine circuits, x-rays 
and other kinds of radiation. Chapters 4, 5, 6 and 7 
deal with preventive maintenance, radiographic 
principles, essentials of radiographic quality and 
darkroom techniques. Chapter 8 is a short discussion 
on ethics of the technician. Succeeding chapters are 
concerned with examination of various parts of the 
body. 

Most of the illustrations of examination positions 
show the horizontal posture. Very few make use of 
the erect posture. I hope that in succeeding editions 
more consideration will be given to examinations in 
the erect position. For instance, in roentgenograms of 
the paranasal sinuses, interpretation is easier if the 
erect posture is used. I would also like to see much 
more emphasis on radiation protection. 

This text will serve a useful purpose for general 
practitioners who do their own radiographic work. 
It will also be helpful in departments that train 
technicians. 

The publishers have done an excellent job with the 
book’s composition. It is attractive-looking, the print 
is easy to read and the illustrations are of high quality. 

— EUGENE P. PENDERGRASS, M.D. 


Diseases of the Nails. 
8rd ed. By V. Pardo-Castello, M.D. and Osvaldo A. Pardo, 
M.D. Pp. 284. Price, $8.50. Charles C Thomas, Spring- 
field, Ill., 1960. . 


THIS BOOK, now in its third edition, is an old favorite 
with dermatologists. As its cover indicates, it at- 


“apy to bring order into a “somewhat chaotic 
eld.’’ 
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Excellent photographs and concise descriptions 
point out the number of different conditions that can 
cause nail disturbances with similar appearances. 
There is emphasis on the necessity for detailed lab- 
oratory studies and complete examination of the pa- 
tient to establish etiologic factors. 

The clear arrangement of the illustrations allows 
the practicing physician to thumb through pages to 
see a nail deformity that may resemble that of his 
patient. The new edition briefly mentions nystatin 
and griseofulvin. The book is again highly recom- 
mended. — LEON GOLDMAN, M.D. 


Pediatric Nursing. 
4th ed. By Gladys S. Benz, R.N. Pp. 572. Price, $6. C. V. 
Mosby Company, St. Louis, 1960. 


THE CUE to this book is contained in the opening 
sentence of the preface. The author writes: ‘The 
most important task any people or country can 
undertake is to rear a generation of mature citizens 
living in enduring peace. Thus, the most important 
task today is the upbringing of children who will 
learn how to build a secure and peaceful world.” 

The author’s emphasis on the emotional needs of 
children is apparent through the entire book. If this 
represents her objective, she has succeeded. How- 
ever, as a reference text for pediatric nurses, the book 
has many shortcomings. Omitted are some impor- 
tant details of nursing techniques pertinent to eval- 
uation of a sick child’s condition. Such critical prob- 
lems as meningitis are too briefly described. The dis- 
cussion of the nurse’s responsibility in the care of 
children with tonsillectomy is confined to one para- 
graph and omits such essential points as the detec- 
tion of early signs of bleeding, manifested by rest- 
lessness, rapid pulse rate and frequent swallowings. 

Only one paragraph has been devoted to drug 
therapy and the author advises the nurse to refresh 
her memory on the subject of drugs and solutions. 

The chapter entitled “Through the Eyes of the 
Child”’ should be required reading for every physi- 
cian and nurse who cares for children. 

In summary, the material has been well organized 
and the sections on growth and development are very 
good, while the chapters on diseases are not so com- 
prehensive as in most pediatric nursing books. 

Because of the excellent presentation of the emo- 
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A Hahnemann Symposium 
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Hahnemann Hospital Symposium on the disease states and 
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istration. Practical advice from leading specialists covers 
such topics as: Formation and Breakdown of Connective 


Tissue—Biochemical Changes in Inflammation—The Possible 
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lagen Diseases—Treatment of Acute Rheumatic Fever— 
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New (3rd) Edition! Mayo Clinic Diet Manual 
A Valuable Reference Source 


You'll find advice here on virtually every special dietary 
program you might be called upon to prescribe in daily prac- 
tice. Coverage ranges from standard hospital diets through 
diets indicated for diabetes, toxemias of pregnancy, non- 
tropical sprue, etc. Specific, easy-to-find information is in- 
cluded on each diet’s composition, adequacy, foods to be 
included and excluded, sample menus (using household 
measures), etc. All diets can be easily adjusted to the re- 
quirements of individual patients. This New (3rd) Edition 


reflects the advances in current dietary practice incorporated 
into Mayo Clinic procedure. There are new programs for 
diets restricted in fat content and for diets containing large 
proportions of unsaturated fats. New diets are included for 
patients suffering from acute renal failure and hepatic coma. 
New tables show fatty acid and cholesterol content of foods. 


By the Commirree on Dietetics or THe Mayo Cuinic. About 276 pages, 6” x 944", 
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New (5th) Edition! Wolff’s Anatomy of the Eye and Orbit 
An Up-to-date Revision of a Widely-Used Text 


A classic work giving full coverage to the structure, develop- 
ment and comparative anatomy of the eye and orbit. Con- 
tents include chapters on The Orbit and Paranasal Sinuses, 
The Eyeball, The Extrinsic Muscles, The Nerves, The Visual 
Pathway, The Vessels, Comparative Anatomy, etc. Well known 
through four previous editions, Wolff’s Anatomy of the Eye 
and Orbit has been completely revised for this New (5th) 
Edition by R. J. Last. The terminology has been carefully 
updated. You'll find expanded descriptions of the facial 
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nerve and the nervus intermedius. Contributions of Electron 
Microscopy and biomicroscopy to understanding of ocular 
anatomy have been meticulously incorporated. The bibliog- 
raphies have been brought thoroughly up-to-date. Practition- 
ers will appreciate the way clinical applications are woven 
throughout the text. 

Revised by R. J. Last, M.B., B.S. (Adelaide), F.R.C.S. (Eng.), Professor of i 
Anatomy and Warden Royal College of Surgeons of . 508 pages, wit 
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Practitioner’s Bookshelf 


tional aspects of growth and development, I recom- 
mend this book to the general practitioner whose 
practice encompasses pediatrics. I urge him to re- 
quire his office attendant to read the chapter 
“Through the Eyes of the Child.” 

—JAMES L. DENNIS, M.D. 


A Synopsis of Fevers and Their Treatment. 

10th ed. Revised by James H. Lawson, M.D. Pp. 184. Price, 

$3. The Year Book Publishers, Inc., Chicago, 1960. 
THIS IS a splendid review of the common infectious 
diseases with which every general practitioner 
should be familiar. It is written in short, concise 
chapters that describe the disease, touch on differen- 
tial diagnosis and outline recent advances in treat- 
ment. There are also chapters on diagnosis of fevers 
in general, treatment of fevers in general and control 
of infectious disease. 

I kept the book at my bedside and read about 
several diseases each evening, always amazed at the 
things I had forgotten about such ailments as 
measles, food poisoning, whooping cough, tetanus 
and many others. 

Written by a Scotsman, the text is spiced with 
many colloquialisms and British spellings, such as 
“diarrhoea,” “phenobarbitone,” “aetiology” and 
“toxaemia.”’ 

This is not a book which explores the rare mani- 
festations of infectious disease or expounds on 
theory. There are no references or exhaustive bibliog- 
raphies. It is a simply written review that should be 
read by anyone who has been out of medical school 
for 10 years, as I have. —NEIL CHISHOLM, M.D. 


Diabetes. 

Edited by Robert H. Williams, M.p. Pp. 771. Price, $20. 

Harper & Brothers, New York, 1960. 
Do you really want to bring yourself up to date on 
modern concepts of diabetes and its management? 
If you do, you should devote a fair amount of time 
and effort to the study of this comprehensive book. 
According to the preface it is intended particularly 
for internists, basic medical scientists and students. 
It is my contention, however, that all good general 
practitioners must be thoroughly informed about the 
principles of internal medicine and must remain 
lifelong students; so this book is for us. 


GP May 1961 


Fifty-four experts have written 49 chapters which 
cover in minute detail the many aspects of metabo- 
lism related to diabetes, from basic biochemical 
considerations to purely practical matters of manage- 
ment of diabetic patients. The text ranges from the 
biochemistry laboratory to the bedside—and that 
is as it should be. Clinically oriented physicians 
(presumably all readers of GP) will also be glad to 
find several chapters on complications of diabetes 
and on disease states which are in turn complicated 
by diabetes. 

Dr. Williams, the editor, has planned a book of 
comprehensive scope and the numerous authors have 
contributed fine articles to complete the structure. 
The illustrations are superb and the book is excep- 
tionally well printed and bound. The index is exten- 
sive. 

It is difficult to imagine a physician who would 
not benefit enormously from study of this excellent 
book. Diabetes is an important subject in its own 
right. In addition, an understanding of the disease 
gives valuable insight into physiologic matters 
that are significant in relation to innumerable phases 
of physiology and medicine. 

—JESSE D. RISING, M.D. 


New Methods of Studying Gaseous Exchange and Pulmo- 
nary Function. 

By Alfred Fleisch, M.D. Pp. 116. Price, $5.75. Charles C 

Thomas, Springfield, Ill., 1960. 

THIS MONOGRAPH is devoted to certain methods in 
the study of pulmonary function. It deals particular- 
ly with those procedures and equipment that Dr. 
Fleisch has designed and which are not commonly 
found in this country. In Europe there is consider- 
able interest in specific equipment and techniques for 
the more complicated study of pulmonary function. 
The approach in the United States is somewhat dif- 
ferent, since by and large these individual differences 
are less accentuated and each worker usually adapts 
standard equipment for his own use. 

The material discussed in the book is essentially 
for the active worker in a hospital lung station rather 
than for the general practitioner. As such, it is an in- 
teresting reflection of a well-known authority’s ap- 
proach. However, it does not deal with the problems 
of pulmonary insufficiency as they might directly af- 


165 








from emotional instability to 


eeereeeeeeeeeeeeeeeeeeeeeeeeeeeene 


continuous, 24-hour cerebral oxygenation for the aging patient. By 
stimulating respiratory and circulatory function, GERONIAZOL TT* 
relieves mental confusion, depression, anxiety, and emotional insta- 
bility—frequent problems in patients after forty—due to presenile 
changes in the vasculature of the brain. Notable benefit usually is 
seen within one to three weeks of therapy. It improves appetite, 
sleep pattern, and outlook—and GERONIAZOL TT* is non-hypertensive, 
non-excitatory. 

Neither a tranquilizer nor a psychic energizer, GERONIAZOL TT* 
provides a physiologic stimulation of the cerebrum to permit the 
patient to adjust to his surroundings, become part of life itself 
again—and attain the right frame of mind. 


1. Curran, T. R., and Phelps, D. K.: Am. Pract. & Dig. Treat. 11: 617, 1960. 
2. Levy, S.: J.A.M.A. 153: 1260, 1953. 3. Connolly, R.: W. Va. Med. J. 56: 263, 1960. 


® * 
GERONIAZOL TT 
*TEMPOTROL® (Time Controlled Therapy) 


References: 


PHARMACAL COMPANY affiliate of PHILIPS ROXANE, INC. 
Columbus 16, Ohio 


Siva beaelame)i 


Each TEMPOTROL contains: 
Pentylenetetrazol, 300 mg.; and 
Nicotinic Acid, 150 mg. 
Indications: Respiratory and cir- 
culatory stimulant for the aged and 
debilitated with symptoms of mental 
confusion, depression, anxiety or 
arteriosclerotic psychosis. 
Contraindications: None known in 
recommended dosage. 

Dosage: One GERONIAZOL TT* 
tablet, b. i. d. 


Supplied: Bottles of 42 tablets (3 
weeks’ treatment). 





eeeee le 





c 








Practitioner’s Bookshelf 


fect the general practitioner. Instead, it considers 
some of the more detailed aspects of investigation of 
the patient with established pulmonary dysfunction 
about whom there is controversy among physiol- 
ogists as to how more complete study may best be 
done. As such, the monograph will interest the inves- 
tigator in this field rather than the clinician. 
—SEYMOUR M. FARBER, M.D. 


Basic Office Dermatology. 

By Stuart Maddin, M.p., Julius L. Danto, M.D. and 

William D. Stewart, M.D. Pp. 308. Price, $11.75. Charles 

C Thomas, Springfield, Ill., 1960. 

ALL THE PRACTICAL aspects of dermatology —a diffi- 
cult and sometimes ignored subject for family doc- 
tors—are well covered in this book. The illustrations 
are numerous and, in themselves, prove quite valu- 
able to the average physician. The brief but succinct 
discussions of clinical courses, differential diagnoses 
and office management are to be commended. 

A concept new to me was introduced in the expla- 
nation of dermatologic counseling based on physiology 
(Section 8). This portion alone is worth the price of 
the book. Also of interest is the section on diagnostic 
procedures, which can be valuable in outpatient 
treatment managed through the doctor’s office. 

I rate this book as good to fill the gap in the aver- 
age general practitioner’s knowledge of dermatologic 
problems. —JAMES D. WEAVER, M.D. 


Current Surgical Management II. 

Edited by John H. Mulholland, M.p., Edwin H. Ellison, 

M.D. and Stanley R. Friesen, M.D. Pp. 348. Price, $8. 

W. B. Saunders Company, Philadelphia, 1960. 

Dr. MULHOLLAND has brought together alternative 
points of view on 14 controversial surgical problems. 
He has not attempted to cover the entire field of gen- 
eral surgery. Instead he has selected several im- 
portant subjects, each of which is discussed by two 
or more authorities. 

The contents of the book include: ‘“‘Duodenal Ul- 
cer and Its Complications”; “Polyps of the Colon’’; 
“Repair of Esophageal Hiatal Hernia”; ‘““The Choice 
of Operation for Carcinoma of the Head of the Pan- 
creas”; “The Common Duct”; “The Normal Gall- 
bladder and Sphincterotomy”; “The Pathogenesis 
and Management of Pilonidal Sinus’’; “Carcinoma of 
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If fracture 


management 
is a trying 
problem for 


you... 





... obtain reassurance from 
the new 7th edition of 


Key and Conwell’s MANAGEMENT 
OF FRACTURES, DISLOCATIONS, 
AND SPRAINS 


If fracture management is one of your more trying and 
difficult emergency problems, the completely modernized 
new 7th edition of this classic work ‘can give you com- 
petent guidance in the latest proven procedures for every 
conceivable type of fracture, dislocation and sprain and the 
complications which might arise. 


Representative of the more than 1200 pertinent, clinical 
illustrations used throughout this new 7th edition is the 
roentgenogram above which shows you how small Kirsch- 
ner wires were used to maintain reduction in a Bennett's 
fracture of the hand. For convenience, the illustration above 
is reduced to three-fourths the size it actually appears in 
the book. This authoritative volume completely and com- 
Te describes the conservative management in both 
open and closed treatment of fractures for every part of the 
body including many new specific treatment procedures. 
By H. EARLE CONWELL, M.D., F.A.C.S., and FRED C. REYNOLDS, M. D. Just 


published. 7th edition, 1153 pages, 6%"x9%", 1227 illustrations. Price, 
$27.00. 


Order on 30 Day Approval from 


| 
. | 
| 3207 Washington Boulevard, St. Lovis 3, Mo. | 
! I accept your offer to examine a copy of the new 7th edition of Key and | 

Conwell’s MANAGEMENT OF FRACTURES, DISLOCATIONS, AND | 
| SPRAINS, priced at $27.00, on 30 day approval without charge or obliga- | 
| tion. A remittance with this order will save the mailing charge. 


] O Payment enclosed 0 Charge my account 











| 

l (Same return privilege) 0 Open a new account for me : 
M.D. ; 
| Addres ! 
| 

| city Zone State | 
| This 30 day approval offer limited to the continental U.S. only. GP-5-61 | 
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Sleepers 


Coma, that closely resembles normal sleep, with the 
patient breathing quietly but slowly, may be due to a 
tumor of the posterior fossa. Restless and uneasy sleep 
from which patients can be partially aroused is some- 
times due to a lesion in the region of the hypothalamus. 
* * * 
On an expedition to Greenland, men were allowed to 
sleep whenever and as long as they wished every day for 
two years. In the entire group, the average time spent 
daily in sleep was seven and nine-tenths hours per person. 
* + * 
In weightlessness studies, a human subject was immersed 
in a tub of water for seven days except for one hour of 
testing a day. He required little sleep — only about one 
hour out of each twenty-four. His sleep was generally 
light, occasionally moderate, with a few periods of deep 
sleep lasting only from ten to twenty seconds at a time. 
* * * 
If a sound, dependable sleep — without lethargy —is what 
your patient needs, prescribe Lotusate®. This somnifa- 
cient brings sleep in from fifteen to thirty minutes — 
sleep that lasts for from six to eight hours. Patients 
awaken refreshed, without lethargy. Lotusate comes in 
the form of slender purple Caplets®, a weleome change 
for the capsule-weary patient. 


Lotusate, intermediate-acting barbiturate, is available 
in Caplets of 120 mg. (2 grains) for insomnia. Dose: 1 
Caplet from fifteen to thirty minutes before retiring. 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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Practitioner’s Bookshelf 


the Breast’’; ‘Early Operation versus Intestinal De- 
compression” ; ‘“‘Delayed Surgery in Small Bowel Ob- 
struction’’; “Management of Arterial Insufficiency of 
the Lower Extremities’; ‘“Thrombo-embolism”’; 
“Acute Renal Failure’; ‘‘Preoperative Preparation 
of the Colon,” and “Prolapse of the Rectum.” 

Each contributor has presented his material con- 
cisely and effectively. The printing and illustrations 
are excellent throughout. Each section includes a 
superior list of references for further study. 

This book will be of greater value to the general 
surgeon and the surgical resident than to the general 
practitioner. —H. GLENN BELL, M.D. 


Infant Foods and Feeding Practice. 

By Herman Frederic Meyer, M.D. Pp. 332. Price, $9.75. 

Charles C Thomas, Springfield, Ill., 1960. 

OF ALL the infant feeding volumes received in the 
past ten years, this is a most refreshing one. While 
at times it has the qualities of a reference book— 
with its ample sprinkling of graphs, charts, formula 
breakdowns, etc.—it also presents “‘both sides of the 
story”’ where differences exist. Included are discus- 
sions of such issues as breast versus bottle, early 
solids or not, which milk mixture is indicated and 
even minimal versus optimal care. Dr. Meyer treats 
most problems of infant care with sagacity, under- 
standing and practicality. Witness his statement, 
‘Feeding problems are formed, not born in the child,”’ 
and his quotation of Dr. Charles May, ‘‘Don’t just 
do something—stand there.” 

An unusual situation develops wherein the re- 
viewer is quoted by the author in several places, 
from old sources—once by name and again anony- 
mously—in the chapter on solid foods. Much could 
be written on this point, particularly since the re- 
viewer might claim a biased attitude, as is witnessed 
by his quote at the end of that particular chapter. 
This saying of Alexander Pope, “Be not the first 
by whom the new is tried . . . Nor yet the last to lay 
the old aside,” is fortuitously buried at the end of 
chapter 7. Accordingly, those less hardy Academy 
members who wish to conform might well follow 
this volume and those who wish to look ahead could 
profitably use it as a shelf reference book. 

— WALTER W. SACKETT, JR., M.D. 
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Factors Controlling Erythropoiesis. 

By James W. Linman, M.D. and Frank H. Bethell, M.D. 

Pp. 208. Price, $8.25. Charles C Thomas, Springfield, IUl., 

1960. 

Tuis American Lecture Series monograph by Dr. 
James W. Linman and the late Dr. Frank H. Bethell 
is particularly well written. Traditional and current 
theories of the regulatory mechanisms influencing 
erythropoiesis are outlined. Historic and contempo- 
rary aspects of endocrine (humoral) regulation of 
erythropoiesis are discussed in detail. The manner in 
which these factors affect the hematopoietic system 
in both health and disease is clearly set forth. 

The authors’ contributions based on extensive ex- 
perimental data compiled in their laboratories are 
presented convincingly. A complete bibliography is 
included. Diagrams, tables and graphs are lucid and 
instructive. Microphotographs are shown in two 
instances but are technically imperfect. 

Although it is difficult to see the usefulness of this 
monograph to the general practitioner, it is a val- 
uable contribution to the practicing and teaching 
hematologist. — ROBERT J. GILSTON, M.D. 


Control of Communicable Diseases in Man. 

9th ed. Pp. 284. Price, $1. The American Public Health 

Association, Inc., New York, 1960. 

THIS 234-page, pocket-size volume is packed with 
concise information on the control of communicable 
diseases in man. It is recognized throughout the 
world as a reference source for physicians, public 
health workers and all others interested in the sub- 
ject. 

The family physician can find in this book mate- 
rial on 111 communicable diseases. Each is briefly 
identified according to its clinical nature, laboratory 
and differential diagnosis, occurrence, infectious 
agent, reservoir and source of infection, mode of 
transmission, incubation period and period of com- 
municability and susceptibility. Then the methods 
of control are described. 

This ninth edition is especially designed for public 
health officers. As such, it may not appeal to the 
average general practitioner. However, it can be 
useful as a handy, up-to-date reference work on 
communicable diseases. —P. C. GITTINS, M.D. 
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sleep 


Lotusate 


Brand of talbutal 


The lotus flower brought comfort to Zeus, the most 
powerful of the Greek gods. Lotusate, dependable som- 
nifacient, brings comforting sleep to patients troubled 
by insomnia. 

Lotusate stops insomnia and brings needed sleep —with- 
out lethargy. An intermediate-acting barbiturate, it 
induces sleep in from fifteen to thirty minutes — sleep 
that lasts a natural span of from six to eight hours. The 
unique appearance of slender, purple Lotusate Caplets® 
will be a gratifying change for capsule-weary patients. 


A couch fit for the gods may not bring sleep, but Lotusate 
will — to hospital patients, travelers, driving, energetic 
business men and women, and to anyone else in need 
of sleep. 


Brings sleep—without lethargy 


Lotusate is available in purple Caplets of 120 mg. (2 
grains) for insomnia. Dose: 1 Caplet from fifteen to 
thirty minutes before retiring. 


Lotusate (brand of taibutal) and Caplets, trademarks reg. U.S. Pat. Off. 
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...with the first total anti-arthritic therapy 


More than just anti-inflammatory therapy 
alone... DELENAR stops rheumatic inflamma- 
tion, with the more active corticosteroid, 
DeRONIL...and DELENAR relaxes painful 
muscle spasm with a proved muscle relaxant 
...and DELENAR quickly relieves motion-stop- 
ping pain with better tolerated aluminum aspi- 
rin...for comfortable restoration of motion.’ 


Now you can restore motion safely, surely with 
DELENAR in mild rheumatoid arthritis, early 


osteoarthritis, rheumatism, spondylitis, fibro- 
sitis, myositis, chronic fibromyositis. 
Formula: 








DeRoniL” (Dexamethasone) ......... 0.15 mg. 
lowest dosage anti-inflammatory steroid 
Orphenadrine HC ....................0 15 mg. 


proved muscle relaxant 





Aluminum Aspirin ...............0000066 375 mg. 
fast analgesic relief of motion-stopping pain 








1. Ernst, E. M.: Pennsylvania M. J. 63:708 (May) 1960. 2. Settel, E.: Clin. Med. 7:1835 (Sept.) 1960. 
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relaxant 
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Greetings from the President 


WE AS DOCTORS and general practitioners must 
be the architects of our own survival. Now is the 
time to start. 

I believe we must develop positive answers 
to the questions the American people are asking 
about medicine, doctors, health care costs. And 
make no mistake, the people are asking the ques- 
tions, even though the voices are those of their 
elected officials. We have got to show the people 
that weare not the pillars of privilege we are paint- 
ed to be by the axe-grinders. We’ve got to havea 
voice that will appeal not only to the individual 
American’s reason but also to his emotions, his 
feelings. We’ve got to stop putting everything 
in the context of the doctor’s and medicine’s 
interest and start talking about the interest of 
the patient and his pocketbook. Our voice must 
be strong but not strident and it must be spoken 
to Americans, not down to them. A wise news- 
paperman once said: ‘‘Never overestimate your 
readers’ education, but never underestimate their 
intelligence.” 

Up to this point, I’ve been addressing you as 
doctors of medicine. Now, I would like to talk 
about our specialty—general practice. In spite 
of all we have accomplished, the basic question 
facing general practice still is very much with us. 
It is simple: Will general practice survive or 
disappear? 

If you read the text of the President’s proposal 
to the Congress on health care, and all of us 
should have, you will recall that a segment was 
devoted to providing more doctors for our bur- 
geoning population. We in the Academy could not 
agree with this more. More physicians in the 
private practice of medicine is not only a key 
to better health care for all Americans, but also 
is part of the answer to the quandary facing gen- 
eral practice. You will note that nowhere have I 
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referred to this as our quandary because it is 
not just ours; it belongs to the American public, 
too, because if the family doctor dies out, the 
public will have lost its most valuable health ally. 

In an information program just initiated by our 
headquarters staff, we have voiced approval of 
the segment of Mr. Kennedy’s bill providing for 
more doctors. We feel that more general practi- 
tioners will result. And more general practitioners 
is the goal of this project, which I would like 
to tell you about now in the hope that each 
of you will back it with the energy of conviction. 

We are going directly to the people with the 
problem. Through newspaper and magazine 
stories, radio and television programs and public 
speeches, we are going to lay on the line the 
dangers to the public that are inherent in the 
onrushing surge of our medical students into 
specialization. 

We don’t intend to mince words; we plan to 
tell the public in plain language what it already 
knows but can’t express. We are going to help 
the people articulate their strong desire for a 
family medical counsel who will care for their 
whole health. 

We have approached the problem of general 
practice decline from many angles, postgraduate 
education, working with medical schools, work- 
ing with the AMA, and many others. Now we 
are going to acquaint the people with its inherent 
danger to them. They are the ones who would 
be most hurt by the family doctor’s demise, and 
their organized voice—articulate public opinion 
—is the strongest force in our Republic. 

This project is called simply MORE, for more 
doctors, more family doctors. I hope you will 
stand behind project MORE when called upon 
to help, not with money but with yourselves. 
I am convinced it will bear good fruit. 
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Public Sees ‘‘Family Doctor’’ TV Series Launched from Miami, Fla. 
Nationwide National Education Television Network To Carry Six-Program Series 


THE PUBLIC has had its first view of the new 
educational television series, ““Family Doctor,” 
and the reaction from the premiere on Tension 
last month from Miami, Fla. destines the six- 
program series to a favorable nationwide audi- 
ence. 

Launched April 18 over WTHS-TYV during the 
Assembly, the series has been made possible 
through a grant to National Education Televi- 
sion and Radio Center by Mead Johnson & 
Company and is being presented in cooperation 
with the Academy. 

The series is a public educational project, 
presenting family medical problems in a down- 
to-earth manner. 

Dr. Martin Cherkasky, director of Montefiore 
Hospital in New York, is the central figure in the 
series. In each program he will discuss, in lay- 
man’s language, contemporary family medical 
problems. 

Dr. Cherkasky, a native of Philadelphia, is 
a graduate of Temple University Medical School 
and began his career as a general practitioner. 
After six years of war effort in the 40’s, he went 
to Montefiore Hospital where he was appointed 
director in 1951. 

Dr. Cherkasky is also a consultant to the New 
York State Joint Hospital Survey and Planning 
Commission, an adjunct professor of adminis- 
trative medicine at Columbia University, a 
clinical associate professor at the College of 
Medicine of the State University of New York, 
a diplomate of the American Board of Preventive 
Medicine and Public Health, and a fellow of 
both the New York Academy of Medicine and 
the American Public Health Association. 

There are some 52 educational stations 
throughout the nation and it is anticipated that 
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the majority will be carrying ‘“Family Doctor.” 
(See listing on following page for those already 
assigned.) 

Each of the half-hour programs in the series 
will be shown in weekly intervals. Cities are 
grouped into blocks, and stations within each 
block receive the program during the same week. 

The stations in Block 1, which already have 
viewed the premiere on Tension, are in Boston, 
Chicago, San Francisco, Houston, Pittsburgh, 
New Orleans and Durham, N. H. Miami was 
also included for this particular series. 

Viewers in cities having educational television 
stations are asked to watch for listings in their 
local papers. 

Topics for succeeding programs will be on 
Immunization, Heart Disease, Weight Control, 
Cancer and Disease Detection, and Headache. 

Troy-Beaumont Company of New York is 
producing the series under the supervision of the 
AAGP Commission on 
Legislation and Public 
Policy’s Audio-Visual 
Subcommittee. 

Of significance to this 
new medical series is 
that, as an educational 
project, it will be on the 
nation’s education net- 
work, which has been 
described as “‘the fastest 
growing element in 
America’s communica- 
tions system.” 

The door opened for 
educational television 
in 1952 when the FCC 
reserved channels for 





Martin Cherkasky, M.D. 
One-time general practi- 
tioner and now director 
of New York’s Montefiore 
Hospital, Dr. Cherkasky 
is the central figure in the 
new “Family Doctor” tele- 
vision series. 
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Schedule of NET Stations Carrying ‘‘Family Doctor’’ Series 


AT PUBLICATION DEADLINE, the following cities 
are scheduled for the “Family Doctor’ TV 


series. As summer broadcast schedules are firmed 
up, other NET stations will be added. 








Starting 
Station Date Day Time Rerun 
WTHS-— Miami, Fla. 4-18-61 Tuesday 9:00 P.M. Thurs., 4—20 
(After program #1 all will be on Thursday, 
8:30 P.M.) 
KQED ~—San Francisco, Calif. 4-21-61 Friday 7:30 P.M. 
WENH—Durhan, N.H. 4-20-61 Thursday 8:00 P.M. 
WYES—New Orleans, La. 4-19-61 Wednesday 7:30 P.M. 
WTTW—Chicago, Ill. 4-19-61 Wednesday 9:00 P.M. 
WQED — Pittsburgh, Pa. 4-24-61 Monday 7:30 P.M. 
WGBH—Boston, Mass. 4-20-61 Thursday 8:00 P.M. 
KUHT— Houston, Tex. 4-21-61 Friday 8:30 P.M. 
KERA—Dallas, Tex. 5-9-61 Tuesday 8:00 P.M. 
KETC —St. Louis, Mo. 5-9-61 Tuesday 9:00 P.M. 
WCIQ— Munford, Ala. 5-10-61 Wednesday 9:30 P.M. 
(Starting with program #8 on 5-12-61, they will be 
on Friday, 3:00 P.M.) 
WHA-TV— Madison, Wis. 5-9-61 Tuesday 9:00 P.M. Wed., 5-10, 9:30 P.M. 
WHYY— Philadelphia, Pa. 5-12-61 Friday 9:00 A.M. 
WOSU— Columbus, Ohio 5-8-61 Monday 8:00 P.M. 
KAET— Phoenix, Ariz. 6-1-61 Thursday 7:30 P.M. 
KRMA— Denver, Colo. 6-1-61 Thursday 8:00 P.M. 
KUON-— Lincoln, Neb. 5-31-61 Wednesday 7:30 P.M. Fri., 6-2, 7:00 P.M. 
WILL— Urbana, IIl. 5-31-61 Wednesday 7:30 P.M. 
WUNC—Chapel Hill, N.C. 5-30-61 Tuesday 7:30 P.M. Fri., 6-2, 11:30 A.M. 
(After program #1, they will run on another day, 
not known) 
KETA—Norman, Okla. 6-19-61 Monday 6:30 P.M. 
KUAT—Tucson, Ariz. 6-2-61 Friday 9:00 P.M. 
KVIE—Sacramento, Calif. 6-22-61 Thursday 8:00 P.M. 
WCET— Cincinnati, Ohio 6-20-61 Tuesday 8:00 P.M. 
KUED-—Salt Lake City, Utah 7-12-61 Wednesday 9:30 P.M. Fri., 7-14, 8:00 P.M. 
WETV—Atlanta, Ga. 7-11-61 Tuesday 8:30 P.M. 
WGTV—Athens, Ga. 7-13-61 Thursday 9:00 P.M. 
WUFT— Gainesville, Fla. 9-22-61 Friday 8:30 P.M. 
WNED—Buffalo, N.Y. 7-10-61 Monday 9:00 P.M. 
WEDU—Tampa, Fla. 8-1-61 Tuesday (tentative) 
WFPK— Louisville, Ky. 8-21-61 Monday 7:00 P.M. Thurs., 8-24, 8:00 P.M. 
WTVS—Detroit, Mich. 6-16-61 Friday 8:00 P.M. 
KCTS-TV—Seattle, Wash. 6-22-61 Thursday 9:30 P.M. 
KNME-TV—Albuquerque, N.M. 8-1-61 Tuesday 
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education noncommercial purposes. The follow- 
ing year, KUHT in Houston came on the air 
as station number one. Less than eight years 
later, 52 stations were at work. 

Educational television carries no commercials 
of any kind. Each station is locally owned and 
operated. Fifteen are with universities, nine with 
city, county or district public schools, three with 


state boards of education and six with state ETC 
commissions or authorities. 

The 19 others—almost 40 per cent of all of 
them—are independent, nonprofit corporations 
that derive their operating funds from local 
educational or cultural agencies in return for 
services and from the voluntary contributions 
of interested individuals and businesses. 





Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


WHEN THIS ISSUE OF GP reaches the readers’ 
hands, the 1961 session of Congress will be well 
past the halfway mark. 

Although hundreds of bills on the federal role 
in medical care, medical research, training of 
physicians, support of hospitals and public health 
have been introduced in the past four months, 
the following probably will be commanding the 
most attention as Congress enters its most active 
phase this spring: 

Medical Eldercare—President Kennedy placed 
this at the top of his domestic ‘“‘must”’ list but 
the chances of Congress amending social security 
laws to provide medical benefits for persons 65 
and over are slim—in 1961. All signs point to 
a fight to the finish in 1962, with the issue play- 
ing a big part in Congressional elections. 

Professional Education—With Republicans and 
Democrats alike apparently agreed that Wash- 
ington should stimulate the output of larger 
numbers of physicians, and‘ the Administration 
likewise in sympathy, it seems that only a 
clampdown on government spending can prevent 
enactment of legislation giving financial aid to 
medical schools or establishing scholarships, or 
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both. The religious controversy over federal aid 
to primary and secondary education could block 
medical school assistance. 

Prepaid Care Incentives—A number of House 
and Senate members, led by Sen. Hubert H. 
Humphrey (D—Minn.), have been seeking for 
years to have Congress authorize low-interest, 
long-term loans to medical practice groups and 
associations offering medical services on a pre- 
paid basis. The effort has been revived in 1961 
and the topic may well become a live one, par- 
ticularly late in this session of Congress. 

Doctors’ Social Security—If Congress should 
put through a social security amendment bill 
this year, it could very possibly contain a “rider”’ 
abolishing exclusion of doctors of medicine from 
coverage. In other words, the time may be 
approaching when self-employed physicians join 
the ranks of all other professions who pay social 
security taxes and thereby qualify for old age, 
survivors and disability insurance benefits. Here- 
tofore, Congress has acceded to the request of 
the AMA that MD’s be excluded, but the out- 
come of many state polls and the rising volume 
of procoverage letters to House and Senate 
members are having telling effects on Capitol 
Hill. 
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HELP YOUR PATIENTS HOLD 
HARD-WON WEIGHT LOSSES 
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Although the anorectic effect of many drugs and use 
of diet substitutes can bring dramatic weight losses, 
they cannot control the psychic trauma which soon 
discourages the patient after the first few weeks. Help- 
ing patients adjust effectively to the loss of overeating 
enjoyment requires time and continuing physician- 
encouragement. Proper supportive medication 
should offer anorectic action as well as “moral sup- 
port.” Your prescription for Ambar, for example, 
will provide effective appetite suppression as well as 
therapeutic action to allay the symptoms of food 
withdrawal. Ambar will help your patients accept 
your reducing plan more enthusiastically, and will 
allow your patients enough time to establish strongly 
the desirable and needed habit-of-eating-less. 


AMBAR, a valuable adjunct in long-term weight control 
FROM THE LITERATURE: 

In a clinical study by Barnes! Ambar proved to be a valua- 
ble long-term adjunct: “... during the period of observation 
from 4 to 32 weeks, 44 of the 50 patients lost a total of 800 
lbs., or 18 lbs. per patient with a maximum of 65 lbs. in one 
patient. The average weight loss per week with these patients 
was 1.16 lb.” 


Of the conclusions and results of a study by Simkin and 
Wallace,? the authors state: “The value of a methampheta- 
mine-phenobarbital anorexic agent (Ambar) was evaluated 
in 101 patients by the single-blind and double-blind method. 
The over-all loss of weight achieved by patients taking the 
active medication was significantly greater in both the 


double-blind and single-blind groups than that achieved by 
patients on placebo medication.” 

“The greatest effect of drug therapy was observed from the 
5th to 16th week of therapy, after psychogenic influences 
had largely ceased to influence the degree of weight loss.” 


Patients on Ambar lost an average of 1.2 pound per week 
throughout the 16-week period. 





Seven reasons why 


AMBAR’ 


should have a place in your 
weight reduction program 


1. Suppresses appetite effectively. 

2. Offsets the emotional symptoms of food with- 
drawal. An optimal methamphetamine-pheno- 
barbital ratio allays anxiety, irritability, over- 
excitement, as well as fatigue, hunger, depression 
and lack of energy; encouraging a more favor- 
able doctor-patient relationship. 

3. Cardiovascular side effects are minimal—even 
in hypertensives. 

4. Permits “personalized” therapy with 3 dosage 
strengths. 

5. Recommended for the moderately overweight 
and the “obesity-prone.” 

6. Added safety of smooth “Extentab” release— 
no jolts or sudden letdowns. 

7. Economical; available on Rx only. 











EXTENTABS® PROVIDE 10-12 HOURS OF AMBAR ACTION IN 
ONE CONTROLLED-RELEASE, EXTENDED ACTION TABLET 


DOSAGE AND SUPPLY: amsar #2 EXxTENTABS®: In each orange 
Extentab, methamphetamine hydrochloride 15 mg., phenobarbital 
64.8 mg. (1 gr.)—one before breakfast. AmMBAR #1 EXTENTABs: In each 
yellow Extentab, methamphetamine hydrochloride 10.0 mg., pheno- 
barbital 64.8 mg. (1 gr.)—one before breakfast. AMBAR TABLETS: In 
each yellow tablet, methamphetamine hydrochloride 3.33 mg., pheno- 
barbital 21.6 mg. (“% gr.)—one or two before breakfast and lunch 
and in midafternoon. 


PRECAUTIONS: While no increase in blood pressure has been re- 
ported, patients with cardiovascular disease should be under obser- 
vation until their response to Ambar is established. Phenobarbital, in 
excessive and prolonged usage, may be habit forming. 
REFERENCES: 1. Barnes, R. H.: Northwest Med. 


57:1011, 1958. 2. Simkin, B., and Wallace, L.: Am. 
J. M. Sc. 239:533-537, 1960. 


Making today's medicines with integrity... seeking tomorrow's with persistence / A. H. ROBINS CO., INC., RICHMOND, VA. 
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Bureaucracy Image Blurred 


Government bureaucracy may have the reputa- 
tion of being overly strict with private medicine 
but things can happen to soften that austere 
image. In this instance, the events are particu- 
larly impressive because not only were the opin- 
ions of two small-town general practitioners giv- 
en due respect by a powerful federal agency but 
its decision cost the government money. 

Briefly, this is what happened. A Department 
of Agriculture field worker on temporary duty 
in a small Nebraska town became acutely ill. 
The doctor diagnosed the illness as trachea 
bronchitis, aggravated by pollen in the area. 
Upon the doctor’s recommendation, the man 
subsequently drove 700 miles to his home town 
in Missouri. The time was late August, 1960, 
and the trip was undertaken because the sufferer 
told the doctor he had never had any allergic 
symptoms in his home town during the summer 
months. 

On reaching his Missouri destination (the trip 
was made comfortably in an air-conditioned 
auto), the man consulted his family doctor who 
confirmed the diagnosis and prescribed medica- 
tion. About 10 days later, his condition much 
improved, the federal employee returned to his 
work post in Nebraska. 

A short time later, when he tried to collect 
his regular per diem pay for the two-week period 
he was in transit or in Missouri on the sicklist, 
a lay supervisor turned down the request on the 
ground that the man really was not incapacitated 
or else he would not have been able to drive a 
car so far. The fact that he went under the care 
of his family doctor was held irrelevant. 

When an appeal was carried recently to the 
General Accounting Office in Washington, the 
formal ruling was that since both doctors in- 
volved certified the employee was sick, therefore 
he was sick, regardless of what the supervisor 
said. The GAO, popularly known as “The 
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Watchdog of the Treasury” because it gives such 
close scrutiny to spending of government funds, 
went on to say that the Department of Agricul- 
ture had no choice but to give the worker the 
$168 which he claimed was due him. 


FAA Seminars 


The Federal Aviation Agency sponsored or 
cosponsored four three-day seminars for aviation 
medical examiners this spring in various parts 
of the country and five more are scheduled in the 
months ahead. 

University of Southern California will be host 
to a seminar May 1-3 and there will be one at 
Ohio State University, May 22-24. There will 
be two more in June, at the University of Penn- 
sylvania (14-16) and Anchorage, Alaska (28-30). 
Final seminar on the current schedule is at Uni- 
versity of Oregon, July 10-12. 

First of these intensive three-day sessions put 
on by the reorganized Federal Aviation Agency 
to familiarize civilian aviation medical examiners 
with proper procedures and practices was held 
last December at Georgetown University School 
of Medicine in this city. Others followed at Har- 
vard (March 15-17), Tulane (March 27-29), 
Columbia (April 12-14) and University of Colo- 
rado (April 19-21). 


Up-in-the-Air Invention 


Office of International Trade Fairs, Depart- 
ment of Commerce, disclosed in mid-March 
that a wheel-less, air cushion vehicle designed 
in off hours by a small town doctor seeking 
ways of facilitating calls on rural patients would 
be exhibited in Japan. 

The inventor is Dr. William R. Bertelsen of 
Neponset, II]. His Aeromobile 200-2 travels about 
a foot above ground, riding a cushion of air. 
The body is of fiber glass. Its equipment was 
donated by 15 American firms. Said a Commerce 
Department official: 

“Using his engineering and research talents 
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ARTANE is well suited to the needs of the greatest number of 
atients.* Improves rigidity, akinesia and mental depression. 
ontrols oculogyria...remarkably free of toxic reactions.' 

Indicated: All types of Parkinsonism, and to control extra- Request complete information on in- 

pyramidal reactions in ataractic therapy. Supplied: Tablets, 2 dications, dosage, precautions and 
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in an effort to improve his transportation needs 
as a physician, Dr. Bertelsen has modeled a 
machine, the operation of which will challenge 
the imagination of people everywhere. Together 
with the other experimentations in ground effect 
machines now going on in various parts of the 
world, this well-controlled Aeromobile 200-2 
points the way, we believe, to a new era in 
transportation.” 


Also see AMA Washington Report, page 219. 





Authors Robert Major, Jerome Nolan 
Receive GP’s Ross Awards for 1960 


Two ACADEMY MEMBERS, one from the East 
Coast and the other from the West Coast, have 
been named winners of GP’s Ross Awards for 
1960. Dr. Robert A. Major of San Francisco, 
Calif. and Dr. Jerome T. Nolan of Exeter, N. H. 
each received the citation and a $1,000 award 
during the Assembly last month in Miami Beach. 

Out of a field of nine candidates, these two 
physicians were selected as having contributed 
the most noteworthy scientific articles in GP 
during 1960. 

Dr. Major won with his article, “The General 
Practitioner’s Role in Treating Alcoholism,” in 
the February GP while Dr. Nolan scored with 
his article, “Respiratory Distress of the New- 
born,” in the December edition. 

Both winners were announced in Miami Beach 
by Dr. Ralph J. Lum, Jr. of Santurce, Puerto 
Rico, who is chairman of the Academy’s Ross 
Award Committee. Other members of the com- 
mittee are Drs. Alan K. Johnson, Williston, 
N.D.; Willard H. Pennoyer, Cheyenne, Wyo.; 
J. Paul Nadeau, Lewiston, Me. and Theodore J. 
Nereim, Madison, Wis. 


GP May 1961 





Ross Award Winners—Dr. Robert A. Major (left) and 
Dr. Jerome Nolan have received the 1960 Ross Awards for 
their respective articles in GP on treating alcoholism and 
newborn respiratory distress. 


The selection of the winners was made by a trio 
of judges—all deans of leading medical schools. 
They are Dr. Robert Alway, Stanford University; 
Dr. Douglas D. Bond, Western Reserve Univer- 
sity and Dr. Coy C. Carpenter, Bowman Gray. 

Dr. Major, a member of the Academy for 12 
years, is a graduate of Baylor University College 
of Medicine. He interned at City-County Hos- 
pital, Ft. Worth. With his brothers, Drs. John 
W. Major and A. David Major, who are also 
Academy members, he established the Major 
Clinic Hospital in Nacona, Tex. After spending 
10 years in general practice in Nacona, Dr. 
Major now practices in San Francisco. He has 
been associate editor of the California GP since 
1958. 

Dr. Nolan, an Academy member since 1954, is 
chief of the Department of General Practice at 
Exeter Hospital. He earned his medical degree 
from the University of Rochester School of Medi- 
cine and completed a rotating internship at Mary 
Hitchcock Hospital in Hanover. There, with the 
help of an advisor, he organized a general practice 
residency and became the firs: to take this resi- 
dency. Dr. Nolan also has the distinction of 
having his prize-winning GP article in the pre- 
publication issue of Family Physician and as the 
topic for the cover art. 

Ross Laboratories of Columbus, Ohio is the 
donor of the annual two $1,000 awards. The Ross 
Award program, which is a stimulant for Acad- 
emy member authors, is now in its 10th year. 

Under the Ross Award rules no Academy 
officer, director or member of the Publication 
Committee can be considered for the award— 
likewise any member who has written an article 
in collaboration with a nonmember physician. 


193 


















H. G. Angle, Jr., M.D. C. E. Basye, M.D. L. B. Bayba, M.D. J. R. Callaway, M.D. 





R. J. Francis, M.D. G. G. Hays, M.D. F. P. Holman, M.D. C. O. Hughes, M.D. 








O. W. Hyde, IJr., M.D. J. D. Kennedy, M.D. W. C. Knorr, M.D. R. G. Laffoon, M.D. 





A. J. Peterson, M.D. N. N. Polan, M.D. R. E. Rakel, M.D. 


Volume XXIII, Number 5 GP 





News 


AAGP Announces 1961 Mead Johnson 
General Practice Residency Awards 


THE 20 WINNERS of the 1961 Mead Johnson 
Awards for Graduate Training in General Prac- 
tice, announced April 18 from the Academy’s 
Annual Scientific Assembly in Miami Beach, 
Fla., were chosen from among the largest group 
of candidates to be entered since the program 
started 10 years ago. 

Dr. Walter T. Gunn of St. Louis, Mo., chair- 
man of the Academy’s Mead Johnson Commit- 
tee, reported that 76 applications from interns 
and residents were submitted, representing 28 
states and Puerto Rico. 

Selections annually are made on the basis of 
scholarship, professional aptitude and fitness for 
general practice. In this regard, Chairman Gunn 
said his committee this year was confronted with 
a truly outstanding group of candidates. 

At the time of the announcement in Miami 
Beach, the winners were notified by wire. Each 
of the 20 winners will receive a $1,000 cash 
award to aid him during his residency in general 
practice. 

The winners are listed as follows, giving their 
present status and their choice of hospital for 
residency (see cuts at left and below): 


J. P. Shultz, M.D. 


L. M. Stephens, M.D. 
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H. G. ANGLE, JR., M.D. 
Intern, Harbor General 
Hospital 
Torrence, Calif. 


C. E. BASYE, M.D. 
Resident, University of 
Colorado Medical 
Center 
Denver, Colo. 


L. B. BAYBA, M.D. 
Intern, Swedish Covenant 
Hospital 
Chicago, Ill. 


J. R. CALLAWAY, M.D. 
Intern, University of 
Arkansas Medical 
Center 
Little Rock, Ark. 


R. J. FRANCIS, M.D. 
Intern, Denver General 
Hospital 
Denver, Colo. 


G. G. HAys, M.D. 
Intern, St. Anthony 
Hospital 
Oklahoma City, Okla. 


F. P. HOLMAN, M.D. 
Intern, St. Vincent’s 
Hospital 
Jacksonville, Fla. 


A. W. Sweat, M.D. 


Sacramento County 
Hospital 
Sacramento, Calif. 


University of Colorado 
Medical Center 
Denver, Colo. 


Maricopa County 
General Hospital 
Phoenix, Ariz. 


University of Arkansas 
Medical Center 
Little Rock, Ark. 


Sacramento County 
Hospital 
Sacramento, Calif. 


Lafayette Charity 
Hospital 
Lafayette, La. 


St. Vincent’s Hospital 
Jacksonville, Fla. 


D. B. Wells, M.D. 











In peptic ulcer diets 
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Since Oatmeal provides the highest natural pro- 
tein content of any whole-grain cereal, it’s ideally 
suited as a dietary food in the management of 
peptic ulcers, especially because it is bland, non- 
irritating, and has low stimulating action. 

Among leading cereals, Oatmeal has the high- 
est natural B: content, and is especially high in 
iron and phosphorus, but low in sodium. 

One ounce of Quaker Oats provides the follow- 
ing percentages of adult M.D.R.: Thiamine 
(vitamin B:) 16.5%, phosphorus 16.5% and iron 
11.0%. Each ounce also provides 110 calories, 
and 16.7% protein, 6.9% fat, 62.4% carbohy- 
drates, and 1.5% non-nutritive crude fiber. 


The Quaker Oats Company 


CHICAGO 54, ILLINOIS 
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C. O. HUGHES, M.D. 
Intern, St. Joseph’s 

Mercy Hospital 

Ann Arbor, Mich. 


O. W. HYDE, JR., M.D. 
Intern, T. D. Dee 
Memorial Hospital 
Ogden, Utah 


J. D. KENNEDY, M.D. 
Resident, University of 
Colorado Medical 
Center 
Denver, Colo. 


W. C. KNORR, M.D. 
Intern, King County 
Hospital 
Seattle, Wash. 


R. G. LAFFOON, M.D. 
Intern, General Hospital 
Kansas City, Mo. 


E. L. LESTER, M.D. 
Intern, King County 
Hospital 
Seattle, Wash. 


A. J. PETERSON, M.D. 

Intern, Los Angeles 
V. A. Center 

Los Angeles, Calif. 


N. N. POLAN, M.D. 
Intern, Greenwich 
Hospital 
Greenwich, Conn. 


R. E. RAKEL, M.D. 
Resident, Military Service 
San Francisco, Calif. 


J. P. SHULTZ, M.D. 
Resident, Military Service 
Minneapolis, Minn. 


L. M. STEPHENS, M.D. 
Intern, Macon Hospital 
Macon, Ga. 


A. W. SWEAT, M.D. 
Intern, Salt Lake County 
General Hospital 
Salt Lake City, Utah 
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University of Colorado 
Medical Center 
Denver, Colo. 


T. D. Dee Memorial 
Hospital 
Ogden, Utah 


University of Colorado 
Medical Center 
Denver, Colo. 


Contra Costa County 
Hospital 
Martinez, Calif. 


Lafayette Charity 
Hospital 
Lafayette, La. 


Sonoma County Hospital 
Santa Rosa, Calif. 


General Hospital 
Ventura County 
Ventura, Calif. 


Good Samaritan 
Hospital 
Phoenix, Ariz. 


Monterey County 
Hospital 
Salinas, Calif. 


White Cross Hospital 
Columbus, Ohio 


Huey P. Long Charity 
Hospital 
Pineville, La. 


Mount Park Hospital 
St. Petersburg, Fla. 





Selecting the Winners— The Committee on Mead Johnson 
Scholarship Awards is shown during the February 16-18 
meeting in Evansville, Ind. where they selected the 20 interns 
and residents for the 1961 awards. Seated left to right are Dr. 
Roger Chisholm, Dr. Elmer Ridgeway, Jr., Dr. Bertram L. 
Trelstad, Dr. Robert Verdon, Dr. Ernest Flake, Harry E. 
Edwards, Ph.D., psychologist, College of Medical Evangelists, 
Los Angeles; Mrs. Claudene S. Johnson, committee secretary; 
and Chairman Walter Gunn. 


University of Cclorado 
Medical Center 
Denver, Colo. 


D. B. WELLS, M.D. 
Resident, University of 
Colorado Medical 
Center 
Denver, Colo. 


All 20 winners will begin their residencies in 
July. 

The residency program, now in its 10th year, 
was set up through a grant from Mead Johnson 
& Company, Evansville, Ind. in 1951 and is 
administered by the Academy through its special 
committee. 

The program has grown steadily through the 
years. The initial grant was for $5,000, allowing 
for five winners. In 1954, the fund was increased 
to allow for 10 $1,000 awards. In 1957, the grant 
was increased to $20,000—the additional $10,000 
to be used to improve general practice residencies 
and to promote the program. Two years later the 
$20,000 grant was designated for 20 winners— 
thus doubling the previous number of winners. 

As a result of very successful use of psycho- 
logic consultation with the 1960 group of candi- 
dates, applicants for this year’s awards were 
also given a series of tests. These tests which deal 
with personality, achievement and interest— 
in broad fields and specifically in the area of 
medicine—have aided the committee in selecting 
the outstanding 20 for the awards. 

Serving this year with Dr. Gunn are Drs. 
Robert E. Verdon, Cliffside Park, N. J.; Bertram 
L. Trelstad, Salem, Ore.; Elmer Ridgeway, Jr., 
Oklahoma City, Okla.; Ernest B. Flake, Shreve- 
port, La. and Roger N. Chisholm, Denver, Colo. 
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T.E.D. anti-embolism stockings 
speed blood flow, help reduce 
fatalities due to pulmonary embolism! 


Accelerated blood velocity minimizes 
formation and incidence of clots 


T.E.D. Anti-Embolism Stockings insure 
steady, uniform pressure of the lower leg, 
helping to speed the flow of blood. 


It is reported that the majority of fatal 
pulmonary emboli cases originate with clots 
from the deep veins of the calf. T.E.D. Anti- 
Embolism Stockings counteract this by re- 
ducing the caliber of the veins enough to 
accelerate blood velocity and thus discourage 
thrombus formation. 


T.E.D. Anti-Embolism Stockings maintain 
an over-all compression between 10 and 15 
mm. of mercury—as you know, the ideal 
range in prophylaxis for thrombo-embolic dis- 
ease. Application is so simple it can be han- 
dled even by a nurse’s aid. 




















Venturi Tube 
(Bernoulli Principle) 


The same fluid volume passing through a smaller 
diameter means a greater speed of flow. 





Obl 114 
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A constriction in a pipe increases the velocity of flow. The T.E.D. Anti- 
Embolism Stocking applies this principle, speeding the flow of blood in 
the lower leg where emboli most often get their start. 


Recent Literature on Thrombosis and Pulmonary Embolism 


1. Marino, D. J., and Fuchs, M.: 
Pathogenesis, Diagnosis, and Man- 
agement of Thrombophlebitis, Geriat. 
13:307 (May) 1958. 

2. Houston, A. N., Roy, W. A., and 
Faust, R. A.: Thrombophlebitis of 
Superficial Abdominal Veins, J.A.M.A. 
166:2158 (April 26) 1958. 

3. Wilkins, R. W., Mixter, G., Jr.; 
Stanton, J. R., and Litter, J.: Elastic 
Stockings in the Prevention of Pul- 
monary Embolism, New England 
J. M. 246:360 (Mar. 6) 1952. 


4. Judson, W. E.: Present Day Treat- 
ment of Congestive Heart Failure, 
The M. Clinics of N. America 
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35: 1333-1350 (Sept.) 1950. 

5. Tidler, J.: Thrombo-Embolic Dis- 
orders, N. Carolina M. J. 18:65 (Feb.) 
1957. 

6. Allen, A. W.: Management of 
Thrombo-Embolic Disease in Surgi- 
cal Patients, Surg., Gynec. and Obst. 
96:107 (Jan.) 1953. 

4 Foley, W. T., and Wright, I. S.: 
Medical Management of Thrombo- 
phlebitis, The Heart Bulletin 7:5 
(Jan.-Feb.) 1958. 

8. DeLaughter, G. D., Jr., Embol- 
ism, Pulmonary, in Conn., H. F., 
Current Therapy, Philadelphia, W. E. 
Saunders Co., 1958, P. 83. 
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on Thrombo-Embolic prophylaxis using T.E.D. Anti- 











Embolism Stockings, fill in and mail this coupon . 
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The Kendall Company : 
Bauer & Black Division, Dept. GP-5, . 
309 W. Jackson Bivd., Chicago 6, Ill. : 
Name : 
Address. : 
City Zone___State : 
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PLUS Plan Pays 10 Per Cent Dividend; 
Future Premium Reductions Foreseen 


CARRYING OUT a promised goal to lower malprac- 
tice rates among Academy members, the AAGP- 
sponsored PLUS Plan Professional Liability In- 
surance has announced a 10 per cent dividend. 

Three years ago when the PLUS Plan was 
introduced, it was hoped that such a premium 
reduction would be possible. The hypothesis was 
that family physicians holding Academy mem- 
bership are better professional liability risks de- 
serving lower premium rates than those estab- 
lished for the profession as a whole. 

The program administrators, R. B. Jones & 
Sons, Ine. of Kansas City, now believe that the 
current 10 per cent dividend possibly can be in- 
creased to 20 or even 30 per cent in the future, 
particularly if enrollments in the plan continue 
to grow. 


The Philippines Launch Own Academy 
Of General Practice, Replica of AAGP 


THE PHILIPPINE Academy of General Practice, 
Inc., patterned in large part after the American 
Academy of General Practice, is now a reality 
and has taken its place among the half-dozen 
national organizations around the world to 
promote the general practice of medicine. 

On February 22, officers and members of the 
Filipino Board of Directors were formally in- 
stalled in Manila. For that occasion, the AAGP 
sent a cablegram of congratulations to its new 
sister organization. 

Prior to the formal ceremony, a Constitution 
& By-Laws had been written and approved and 
interim officers selected. 

Dr. Ramon R. Angeles, who served as interim 
president, continues as president for 1961-62. 
Other officers to be installed were Dr. Gregorio 
G. Lim, vice president; Dr. Crisanto S. Vito 
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Cruz, executive secretary, and Dr. Elena Santos- 
Roque, treasurer. 

Members of the 1961-62 Board of Directors 
are Drs. Ramon K. Macasaet, Victorino S. de 
Dios, Porfirio D. de Guia, Tomas G. Estrada, 
Manuel S. Galvez, Leonidez A. Paguia, Paulino 
Albano, Emmanuel S. Austria, Tirso C. del 
Rosario, Ernesto R. Baylon and Bernardino Q. 
Roa. 

Present headquarters for the Philippine Aca- 
demy is R-508 Dna. Mercedes Bidg., Plaza 
Miranda, Quiapo, Manila, Philippines. 

There is an entrance fee of P6.00 (pesos— 
roughly $3) and a yearly fee (dues) of P24.00 
(roughly $12). 

In a poll made of more than 150 physicians 
and deans of medical colleges in the Philippines, 
over 97 per cent thought that the Philippine 
Academy of General Practice should be es- 
tablished. 

Among those supporting the new PAGP are 
Dr. Rafael Enrile, president of the Philippine 
Medical Association; Dr. Lauro H. Panganiban, 
dean, Institute of Medicine of Far Eastern 
University; Dr. Antonio O. Gisbert, University 
of Santo Tomas; Dr. Romeo Y. Atienza, past 
president of PMA; Dr. Ramon Macasaet, former 
dean of Manila Central University College of 
Medicine; Dr. Godofredo R. Hebron, chief 
radiologist at Veterans Memorial Hospital; Dr. 
Fausto F. Mabanta, director of Marian Hospital, 
and Dr. Eusebio Y. Garcia, Manila Central 
University College of Medicine. 

In an information leaflet which the PAGP 
sent out with an invitation to join, its purposes 
and objectives are stated almost identically to 
those of the American Academy of General 
Practice. 

Like the AAGP, but unlike its British coun- 
terpart, the Filipino Academy will require 150 
hours of postgraduate training acceptable to 
the PAGP, every three years in order to main- 
tain membership. 
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The muscle relaxant with an independent pain-relieving action 


@? Wallace Laboratories, Cranbury, 


® 


(carisoprodol, Wallace) 


New Jersey 


Put your 
low-back patient 
back on the payroll 


Soma relieves stiffness 
—stops pain, too 


YOUR CONCERN: Rapid relief from pain for your 
patient. Get him back to his normal activity, fast! 


HOW SOMA HELPS: Soma provides direct pain relief 
while it relaxes muscle spasm. 


YOUR RESULTS: With pain relieved, stiffness gone, 
your patient is soon restored to full activity—often 
in days instead of weeks. 


Kestler reports in controlled study: Average 
time for restoring patients to full activity: with 
Soma, 11.5 days; without Soma, 41 days. (J.A. 
M.A. Vol. 172, No. 18, April 30, 1960.) 


Soma is notably safe. Side effects are rare. Drow- 
siness may occur, but usually only in higher dosages. 
Soma is available in 350 mg. tablets. USUAL DOSAGE: 
1 TABLET Q.I.D. 





South Dakota Academy Member in New 
Nursing-Retirement Home Partnership 


FOLLOWING A TREND toward the free enterprise 
approach in nursing and retirement homes for 
the elderly is Mom and Dad’s, Inc., located on 
the outskirts of Sioux Falls, $.D. 

Dr. A. P. Reding of Marion, S.D., a member 
of the AAGP, is one of eight stockholders in the 
new, modern 40-bed capacity home. 

Built on a six-acre tract, within two miles of 
both major hospitals, Mom and Dad’s admitted 
its first occupants January 2, 1961. As of January 
26, 36 beds were filled. 

The home, built in the shape of a cross, consists 
of 16 semi-private and eight private rooms. The 
entire floor area is pre-stressed concrete with heat 
underneath so that the floors are warm at all 
times. A hospital light call and night buzzer sys- 
tem are available for the patient’s convenience. 

Cost of occupancy in the home is $135 for a 
double room and $150 for a single. Minimum 
nursing charges are $15 per month, with the 
maximum charge depending upon the type of 
patient. Highest charged patient presently in the 
home required nursing care totaling $90. 

Two registered nurses, one licensed practical 
nurse, nine nurses aides, two cooks, a kitchen 
dishwasher and helper, a cleaning lady and a 
laundress care for the patients and home. 

Mom and Dad’s, originally conceived by John 
H. Zimmer, an attorney from Parker, S.D., 
turned out to be a community project. Mr. 
Zimmer, as attorney for the South Dakota Basic 
Science Board, already had had close contacts 
with many physicians. He proceeded on the 
project by getting Academy Member Reding, 
Dr. Robert Van Demark, a Sioux Falls ortho- 
pedie surgeon; Maxine Shaefer, a Sioux Falls 
R.N.; Mr. Emil A. Koehn, a merchant from 
Parker, and Messrs. Harry E. Carlson, Roy G. 
Carlson and Milton O. Carlson, all contractors 
from Sioux Falls, to form a corporation. 
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Mr. Zimmer states, ‘You might say that this 
home is dedicated to the principal that when you 
are presented with a problem too big to be solved 
by you as an individual, it is not always necessary 
to look to Washington. Sometimes the thing to 
do is to consult your friends.” 


Architectural Beauty — The beautiful lobby area of Mom and 
Dad’s is shown in the foreground while a view of the recreation 
and dining area can be seen in the background. 


Modern Nursing Home Features—A streamlined nursing 
station at Mom and Dad’s is shown in the foreground. 
Leading away from it is a view of one of the arms containing 
double rooms. 
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What is Missing 
From 900-Calorie Dietaries? 


MELOZETS* makes almost any weight reduction 


program more complete by providing bulk 


for appetite satisfaction and normal bowel function. 





Melozets has long been recognized as a useful 
and effective adjunct to low-calorie diets in the 
management of obese patients. The rationale is 
a simple one. A wafer or two of Melozets taken 
with a glass of water before meals supplies bulk 
as a mechanical means to overcome the empty, 
gnawing feeling to which chronic overeaters so 
easily surrender. Patients find Melozets actually 
helps make dieting easier. 


Especially Valuable with 900-Calorie 
Dietaries—Melozets and the new 900-calorie 
complete dietaries, taken together, can form 
the basis of a highly effective weight reduction 
program for many patients. Melozets is particu- 
larly valuable in such a regimen because it 
helps maintain physiologic balance. Melozets 
acts in much the same way as natural bulk 
foods, tending to encourage normal bowel 
function. Constipation is rarely a problem. 


Supplies Bulk—Melozets provides bulk in 
the form of methylcellulose which passes 
through the gastrointestinal tract in a physio- 
logic manner without interference with normal 
digestion and absorption. It is not absorbed by 
intestinal mucosa, nor broken down by intesti- 


nal enzymes. One wafer of Melozets, taken with 
a glass of water, provides approximately 200 ce. 
of bulk—about one-fifth the content of the 
average stomach. 


Tastes Like Graham Crackers — Patients 
readily accept Melozets as part of the diet be- 
cause it comes in such a convenient and pleas- 
ant-tasting form. The methylcellulose wafers 
are crisp and appetizing. They look and taste 
like graham crackers. Each wafer contains 1.5 
Gm. of methylcellulose in a wheat flour base 
together with sugars, salt and other flavors. One 
wafer is equivalent to 30 calories. 


Suggested Dosage — As an adjuvant in the 
management of obesity, one or two wafers of 
Melozets may be taken before meals or when 
hungry. Not more than eight wafers should be 
taken in any twenty-four hour period. In plan- 
ning the diet due consideration should be given 
to the caloric value of the wafers. To ensure 
adequate hydration of the methylcellulose, it is 
essential that a full glass of water or some other 
suitable liquid be taken with each wafer. 


Economical to Take—Melozets is supplied 
in one-half pound boxes, each box containing 
approximately 28 wafers. Thus the benefits of 
dieting with Melozets may be realized for only 
a little more than one dollar per week. 


Clinical trial supply promptly 
available on request. 


neioc CONSUMER PRODUCTS DEPT. 
MERCK & CO., INC. - RAHWAY, NEW JERSEY 
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News 





Floyd C. Bratt, M.D. 


An editorial salute was recently given new Academy President 
Bratt by his hometown paper, the ROCHESTER (New York) 
TIMES-UNION. The paper applauded Dr. Bratt’s goal to do 
whatever he can to improve the siandard and status of the 
general practitioner. Less than a month before taking office, 
President Bratt was also honored by being elected to the 
Board of Directors of the National Health Council. 





Federation of State Medical Boards 
Gets Advice from South Carolina Governor 


Gov. ERNEST F. HOLLINGS of South Carolina 
has urged the medical profession to regulate its 
own ethical problems without waiting for legis- 
lative action. 

Speaking before the Federation of State Medi- 
cal Boards of the United States, Governor Hol- 
lings warned, “legislators are ill equipped by 
either aptitude or attitude to handle a medical 
discipline problem. In the chaos of speedy and 
perhaps intemperate legislation, an amputation 
may result where only iodine is needed.” 

Governor Hollings’ remarks followed an ad- 
dress by his personal physician, Dr. Harold E. 
Jervey of Columbia, S.C. Dr. Jervey, a member 
of the AAGP, is also president of the federation. 

Several steps toward proper regulation were 
suggested by‘the South Carolina governor. First, 
legislative authorization for state medical boards 
to adopt rules and regulations governing disci- 
pline of the medical profession must be secured. 
With this authority, he said that medical boards 
can then adopt the canons of professional ethics 
of the American Medical Association. Finally, 
the boards can put into effect the necessary rules 
for the enforcement of these problems. 

“It is easier and safer to treat a cut before it is 
infected,” Governor Hollings concluded. The 
medical profession must see that “the few recal- 
citrants that undermine your good name lose 
their designation as ‘doctor’.”’ 
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Medical News in Small Doses: 


INTERNATIONAL College of Medical Practice will 
hold its Third Congress of General Practitioners 
September 7-10 in Salzburg, Austria. Inquiries 
should be sent to the International College presi- 
dent, Dr. Robert N. Braun, Brunn a.d. Wild, 
Austria, or to the Tourist Office, Dreifaltigkeits- 
gasse 16, Salzburg...Dr. H. D. Iler, Academy 
member from Cleveland who is a member of the 
Ohio State Medical Board, has been named full- 
time medical director of Medical Mutual of 
Cleveland, Inc. . .Clemson has named Academy 
Member George G. Durst of Sullivan’s Island, 
S.C. president-elect of its alumni association. . . 
Arkansas Governor Orval Faubus has appointed 
Academy Member James M. Kolb to his Com- 
mission on Aging. . .Dr. Heinz Lord of Sea Cliff, 
L.I., a 48-year-old surgeon who was appointed 
secretary general of World Medical Association 
last December, died recently of a heart attack. 
No successor has yet been named. . .USPHS Sur- 
geon General Luther L. Terry has announced the 
establishment of three new divisions in the Bu- 
reau of State Services—Accident Prevention, 
Chronic Diseases and Community Health Prac- 
tice. . . Former Academy President William 
Hildebrand was Wisconsin state chairman for the 
1961 Heart Fund drive. . .New president of the 
Upper Cumberland Mental Health Association 
is Dr. C. B. Roberts, Academy member from 
Sparta, Tenn. . .E. R. Squibb & Sons and Merck 
Sharp & Dohme recently announced they will 
rebate 10 per cent of the money spent by states 
for their respective products in the treatment of 
persons receiving welfare benefits. . .Emergency 
Committeefor Pharmacy and Health in New York 
recently purchased space in The New York Times 
for an open letter to Mayor Wagner protesting 
Medstore Plan, Inc. The plan, originated by 
HIP, encompasses building and operating a chain 
of giant drug stores in New York. 












do you 
still need 
special 
skills 
to run 











your own 


There was a time when you almost did need 9 d ° 9 
an electrical engineer’s talents to run a clear, a O a ~ 

clinically accurate ‘cardiogram . . . when C Yr ] g Yr mM . 
ECG’s were like the one pictured — a 
Sanborn $1500 “table model” of the mid- 
1920’s. But Sanborn ECG’s today use every 
proven advantage of modern electronic in- 
strument design to give you and your tech- 
nician equipment which is extremely compact, 
portable and easy to use — with such con- 
veniences as automatic grounding . . . ampli- 
fier stabilization as leads are switched by a 
single control . . . choice of sensitivities and 
chart speeds . . . quick, easy paper loading... 
and a choice of three models to suit the needs of 
your practice: the 18-pound portable Visette, 
the 2-speed, highly versatile 100 Viso, and its 
mobile counterpart, the 100M Mobile Viso. 


Your nearby Sanborn man has shown a grow- 
ing number of your colleagues how easy it is to 
use a Sanborn ECG in their offices and on call, 
and add this valuable diagnostic facility to 
their practices. He’ll be glad to do the same 
for you. Call him today for full details, 














SAN BOR N 
Conv PANY 


MEDICAL DIVISION 
175 Wyman St., Waltham 54, Massachusetts 
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Former Academy President 
Holland Jackson Dies 


A BRILLIANT CAREER and a lifetime of profes- 
sional and personal service ended Friday, March 
8, for Dr. Holland T. Jackson of Ft. Worth, Tex. 

Dr. Jackson, age 51, was the Academy’s 11th 
president, serving in 1958-59. His death is the 
first among the past presidents. It came as a re- 
sult of a heart attack after having lived most of 
his life under the shadow of essential hyperten- 
sion. 

The tragedy of his passing in the prime of life 
is tempered by Dr. Jackson’s own realization of 
the limitations of his lifespan and his stoic reso- 
lution to achieve fullfillment within that span. 

During his college days he was found to have 
essential hypertension. Along with nine others he 
was selected for a control test to be used in study- 
ing the malady. For some years Dr. Jackson had 
been the last of the 10. 

First severely stricken following the Los 
Angeles Assembly in 1955, Dr. Jackson made an 
amazing health comeback. Two years later he 
was chosen president-elect of the Academy and 
went on into the rigors of the presidency. 

A member of the Academy’s Publication Com- 
mittee at the time of his death, Dr. Jackson has 
constantly maintained some AAGP post. A 
crusader, he huddled in San Francisco in 1946 
with colleagues who were to be instrumental in 
founding the Academy the following June in 
Atlantie City. 

He was on the initial Board of Directors. For 
years he served as treasurer and held numerous 
committee posts, among those the MUSE Com- 
mittee, which he headed. The latter appointment 
typified Dr. Jackson’s consuming interest in the 
best possible education and training for general 
practitioners. 

Dr. Jackson’s affiliations with the Texas chap- 
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Holland T. Jackson, M.D. 











ter and the Texas Medical Association were 
equally remarkable. A founder of the Texas 
chapter, Dr. Jackson was also its second presi- 
dent. In 1956 he was honored by the TMA as its 
“General Practitioner of the Year.” 

A native Texan, he was born January 20, 1910 
at Copperas Cove. He received his M.D. from 
the University of Texas Medical School in Gal- 
veston in 1935. After taking his internship at 
Detroit (Michigan) Receiving Hospital, he re- 
turned to Texas for the equivalent of a general 
practice residency at Methodist Hospital, now 
Harris Hospital, Ft. Worth. After he entered 
private practice he continued preceptor-type 
training, assisting in major surgery. 

In 1939, Dr. Jackson and Miss Clara Eugene 
Mercer were married. He is survived by his wi- 
dow and their three children, Don, 21; Martha, 
19 and Brenda, 17. 

Funeral services were held March 6 at Ft. 
Worth’s Broadway Baptist Church. In farewell, 
colleagues and friends will remember Holland 
Jackson in agreement: 

He was remarkably forthright and direct and 
possessed of an instinctive sagacity that some 
people call wisdom. 
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Professional consultants recently 
examined 19 outstanding high school 
home economics and health textbooks 
and found that a basic cereal breakfast, 
among other breakfasts, appeared in 
every textbook examined. The majority 
of these textbooks includéd statements 
based on the Iowa Breakfast Studies.* 





The need for a good breakfast every 
day is no longer a matter of opinion or 
personal preference. It is a scientific fact 
as demonstrated by the Iowa Breakfast 
Studies conducted by the College of 
Medicine at the State University of lowa 
over the past decade. 


*A Summary of the Iowa Breakfast Studies, published by Cereal Institute, Inc., May 1, 1957. 


CEREAL INSTITUTE, 
135 South La Salle Street, Chicago 3 


INC. 


A research and educational endeavor devoted to the betterment of national nutrition 


cereals are low in fat 
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News 





AMA Section on General Practice Schedules Four Scientific Sessions 


THE SECTION on General Practice of the American 
Medical Association has announced its scientific 
program to be held during the AMA’s annual 
meeting June 26—30 in New York City. 

Four sessions will be presented, the first 
opening at 1:45 P.M. on Tuesday, June 27. Fol- 
lowing the business meeting and the report of the 
delegate, Dr. Lester D. Bibler of Indianapolis, 
Ind., the chairman’s address will be given by Dr. 
Charles R. Alvey of Muncie, Ind. 

The scientific opener, a joint meeting with the 
Section on Diseases of the Chest, will be a sym- 
posium on “‘Angina of Effort,’”’ moderated by 
Dr. Walter Modell of New York. The program 
will be: 

1. Nutritional and Metabolic Aspects— Dr. FRED STARE, 
Boston, Mass. 

2. The Nitrates—Dr. J. E. F. RISEMAN, Boston, Mass. 


3. Monamine Oxidase Inhibitors—Dr. CHARLES FRIED- 
BERG, New York, N.Y. 


4. Sedatives and Tranquilizers—Dr. BERNARD LOWN, 
Boston, Mass. 


5. Anticoagulants—Dr. HARRY BECKMAN, Milwaukee, 
Wis. 


6. Antihypertensive Agents—Dr. ARTHUR GROLLMAN, 
Dallas, Tex. 


The remainder of the Tuesday program will be 
devoted to a symposium on ““The Present Status 
of Newer Entities in Pulmonary Disease.’’ Dr. 
David M. Spain of New York City will moderate 
the following: 


1. Alveolar Proteinosis—Dr. SAMUEL H. ROSEN, Wash- 
ington, D.C. 


2. Pulmonary Adenomatosis, Bronchiolar and Alveolar- 
cell Carcinoma—Dr. JoHN SHAPIRO, Nashville, Tenn. 


3. Hyaline Membrane Disease—DR. MURRAY E. PEN- 
DLETON, Boston, Mass. 
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4. Amniotic Fluid Embolization—Dr. DONALD A. NICK- 
ERSON, Salem, Mass. 


5. Wegener’s and Lethal Midline Granulomatosis— Dr. 
EpiTH E. SpRouL, New York, N.Y. 


6. Cystic Fibrosis (Mucoviscidosis)—Dr. PAUL D1 SANT’ 
AGNESE, Washington, D.C. 


There will be a question and answer period by 
members of the panel. 

A day-long program will be held Wednesday, 
June 28. The morning session, beginning at 9 
A.M. will be a symposium on “Renal and Adrenal 
Hypertension” as a combined meeting with the 
Sections on General Surgery, Internal Medicine, 
Pathology and Physiology, and Urology. 

The program, arranged by Dr. Edward H. 
Ray, secretary of the Section on Urology, and 
Dr. E. I. Baumgartner of Oakland, Md., secre- 
tary of the Section on General Practice, will be as 
follows: 


1. Physiology— Renal Pressor System and Renal Adrenal 
Relationship (Angiotension, Aldosterone)—F. M. BuMPus, 
PH.D., Cleveland, Ohio, and Dr. JACQUES GANEST, Mon- 
treal, Canada. 


2. Pathology of Renal Artery Disease and Adrenal Hyper- 
tension— Dr. SHELDON C. SOMMERS, Boston, Mass. 


8. Diagnosis of Renal Hypertension— Medical Aspects— 
Dr. JoHN H. Moyer, Philadelphia, Pa. 

4. Diagnosis—Urologic and Surgical Aspects (Radio- 
graphic techniques, Urography, Angiographs, Radioactive 
Renographs)—Dr. CHESTER WINTER, Columbus, Ohio. 

5. Treatment of Hypertension—Dr. EDWARD D. FREIs, 
Washington, D.C. 


6. Treatment of Renal Hypertension— Urologic and Sur- 
gical Aspects— DR. EUGENE POUTASSE, Cleveland, Ohio. 


7. Pleochromocytoma— Diagnosis and Management— Dr. 
Davip HuME, Richmond, Va. 


8. Cushing’s Syndrome—Dr. FRANK GLENN, New York, 
N.Y. 
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... time after time, Patrician “200” guarantees 
X-ray exposures exactly as you dial them 


In periodic patient follow-up, you really come 
to appreciate the meaning of “True-to-Dial” 
accuracy with the G-E Patrician ‘‘200” com- 
bination. Film comparison is easier because of 
guaranteed consistent x-ray output. Perform- 
ance holds predictably from range to range... 
even from one G-E unit to another! And with 
it you get so many more Patrician features: full- 
size 81” tilting table independent tube- 
stand . . . counterbalanced, not counter poised, 
fluoroscopic screen or spot film device 

radiation confined to screen area by automatic 


Progress Is Our Most Important Product 
GENERAL @ ELECTRIC 


shutter limiting device . . . economy of purchase 
and operation. 


You can rent the Patrician. G-E Maxiservice® 
plan provides an attractive alternative to out- 
right purchase. Included, for a convenient 
monthly fee, are installation, maintenance, 
parts, tubes, insurance, local taxes. Contact 
your G-E x-ray representative for details. Or 
just clip coupon. 





General Electric X-Ray Department 
Milwaukee 1, Wisconsin, Room F-51 


Send me: [[] Patrician bulletin 
(] Maxiservice bulletin 


NAME 
ADDRESS 





























News 


After intermission, Dr. David A. Culp of Iowa 
City, Ia. will moderate a discussion among the 
symposium participants and Drs. Michael De- 
Bakey of Houston, Tex. and Marion S. DeWeese, 
Ann Arbor, Mich. 

Another business meeting is scheduled for 1:45 
P.M. on Wednesday to be followed at 2 P.M. with 
a symposium on “Blood Fractions in Clinical 
Medicine.”” Dr. William Dameshek of Boston 
will moderate the following: 

1. Serum Albumin—Dr. CHARLES A. HUFNAGEL, Wash- 
ington, D.C. 

2. Serum Albumin—DrR. GEORGE E. SCHREINER, Wash- 
ington, D.C. 

3. Gamma Globulin—Dr. JOSEPH STOKES, JR., Phila- 
delphia, Pa. 

4. Fibrinolysin— Dr. ROBERT J. BOUCEK, Miami, Fla. 


5. Fibrinolysin and Fibrinogen—DrR. WILLIAM P. Mur- 
PHY, JR., Miami, Fla. 


6. Other Factors Involved in Blood Coagulation—Dr. 
THEODORE H. SPAET, New York, N.Y. 


Closing out the Wednesday morning program 
will be: 


1. Diagnostic and Therapeutic Hints in Medicine— DR. 
O. F. RoSENow, Columbus, Ohio. 


2. Treatment of Iron Deficiency Anemia—Dr. W. J. 
STUCKEY, JR., and Dr. CHARLES C. SPRAGUE, New Orleans. 


3. Atypical Osteomalacia—Dr. Boy FRAME, Detroit. 


4. Clinical Management of Peripheral Edema—Dnr. R. C. 
BRITTON, Cleveland, Ohio. 


5. Critical Appraisal of Sulfonylurea Treatment of Dia- 
betic Patients—Dr. ROBERT F. BRADLEY, Boston, Mass. 


The Section on Nervous and Mental Diseases 
and Physical Medicine will join with the Section 
on General Practice for the closing program. It 
will be a symposium on “Attitudes in the Assess- 
ment of Handicap.” Dr. W. S. Middleton, chief 
medical director of VA Hospitals, Washington, 
D.C. will moderate. 
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The participants will be Dr. Edwin A. Wein- 
stein, Neuropsychiatric Division, Walter Reed 
Institute of Research, Washington, D.C.; Dr. 
Arthur Watkins, Section on Physical Medicine, 
Massachusetts General Hospital, Boston; Dr. 
Harold Martin, Section on Psychiatry at Mayo 
Clinic, Rochester, Minn.; Dr. Ben Boshes, De- 
partment of Psychiatry at Northwestern Uni- 
versity, Chicago; Dr. Robert Bennett, medical 
director of Warm Springs (Georgia) Foundation, 
and Dr. Francis Forster, chairman of the Depart- 
ment of Neurology at University of Wisconsin, 
Madison. 
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You can obtain a supply of the con- 
sultation forms at cost—$1 per pad 
of 100 forms—from the headquarters 
office: American Academy of Gen- 
eral Practice, Volker Boulevard at 
Brookside, Kansas City 12, Missouri. 
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HELENA RUBINSTEIN, ‘we. 


NORTHERN BLVD., GREENVALE, L. !1.,.NEW YORK 


CLINICAL RESEARCH DIVISION 


NEW CLINICAL EVIDENCE THAT THE TOPICAL HORMONE 
APPROACH TO THE AGING SKIN PROBLEM IS A SAFE APPROACH: 





IN A RECENT STUDY? 

e+e-a& hormone cream* containing 10,000 I.U. estrogen 
and 5 mg. progesterone per ounce was again clinically 
tested on a group of 100 menopausal patients. 


THE CREAM WAS USED CONTINUALLY EACH NIGHT 
eeefor almost two years in twice the dosage 
recommended. "Before" and "after" examinations 
revealed no signs of adverse systemic reaction, 
untoward vaginal or cervical changes, abnormal 
cytology, or endometrial bleeding. 


THE INVESTIGATOR CONCLUDED 
"...there is no danger of using the...cream if it is 
used daily and as directed by the manufacturer...." 


CONCURRENCE WITH CLINICAL CONSENSUS 

Thus, once again, "It is the consensus of opinion among 
experienced observers that cosmetic hormone creams 

with a maximum potency of 10,000 I.U. per ounce... 

if used in the manner recommended by the informed 
manufacturer are free from systemic effects."? 


"Most estrogen creams currently available do not 
contain more than 10,000 I.U. of estrogen per ounce. 
When...used according to directions, they appear to 
be free of any abnormal systemic effects." 


References: (1) Karnaky, K. J.: Tri-State M. J. 8:6 (March) 
1960. (2) Peck, S. M., and Klarmann, E. G.: Practitioner 
173:159, 1954. (3) Blank, I. H.: J.A.M.A. 164:412 (May 25) 1957. 


*ULTRA FEMININE® Face Cream 


Write to Clinical Research Division, Helena Rubinstein, Inc., 
at the above address, for an informative brochure, "Effect 
of Topical Hormones on the Skin." 


©1960, HELENA RUBINSTEIN, INC. 17260 




















News from the State Chapters 


DESPITE SNOW and severe weather conditions, 
the Oklahoma chapter marked a successful 13th 
annual meeting with a registration of 134 doc- 
tors. 

Dr. William R. Cheatwood of Duncan was 
named president-elect at the February 5-7 meet- 
ing at the Hotel Biltmore in Oklahoma City. 
Officers installed for the coming year were Dr. 
Harlan Thomas of Tulsa, president; Dr. Nolen 
L. Armstrong of Oklahoma City, vice president, 
and Dr. Arnold G. Nelson of Midwest City, 
secretary-treasurer. (See cuts.) 

Seven well-known medical men from across the 
nation delivered lectures at both the February 6 
and 7 scientific sessions. Speaking were Dr. 
Joseph T. Ichter of Doylestown, Pa., ““Com- 
monly Used Immunization Procedures” and 
“Viral Respiratory Infections”; Dr. Elmer Belt 
of Los Angeles, ““Detection and Treatment of 
Early Carcinoma of the Prostate” and ‘“‘Obstruc- 
tive Uropathy in Childhood”; Dr. John T. 
Reynolds of Chicago, “Factors Which Increase 
the Safety of Operations of the Biliary Tract” 
and “Functional Anatomy in Repair of Inguinal 
Hernias.”’ 

Also, Dr. Calvin J. Dillaha of Little Rock, 
Ark., “Griseofulvin, Its Use and Abuse” and 
“The Care and Feeding of Your Dermatologic 
Colleague”; Dr. William D. Paul of Iowa City, 
la., “The Prevention and Treatment of Athletic 
Injuries” and ‘New Syndromes Occurring in 
Rheumatoid Arthritis Following Treatment with 
Steroids”; Dr. John W. DeVore of Oklahoma 
City, ‘““White House Conference on Aging” and 
“What Oklahoma City is Doing To Meet Its Ag- 
ing Problem,” and Dr. T. A. Watters of New Or- 
leans, “Certain Psychiatric Emergencies in Gen- 
eral Practice” and “Psychiatric Principles in 
General Practice.” 

During the annual banquet in the Civic Room 
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Oklahoma Presidents— Dr. Robert T. Sturm (right), retiring 
president of the Oklahoma chapter, presents the gavel to his 
successor, Dr. Harlan Thomas. Dr. William R. Cheatwood, 
president-elect, looks on. 


ee 4 


Inaugural Address—Dr. Harlan Thomas of Tulsa, new 
president of the Oklahoma chapter, delivers his inaugural 
address on the last day of the February 5-7 annual meeting. 


of the Biltmore, Dr. Henry A. L. Rodgers of New 
York spoke on “‘Women I Have Psychoanalyzed”’ 
—a report from data of many years’ research and 
study. 

It was announced that next year’s meeting will 
be held February 5—6 at the Tulsa Hotel in Tulsa. 
Dr. Thomas W. Taylor will be general chairman. 
@ The Minnesota Component Chapter Officers’ 
Conference held January 18 in Minneapolis drew 
more than 80 officers and members. 

Commemorating the founding of the American 
College of Physicians and Surgeons in St. Paul 15 
years ago, (this organization was absorbed into 
the Minnesota Academy of General Practice in 
1948), the meeting dealt with business matters. 
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IN SINUSITIS, COLDS AND UPPER RESPIRATORY DISORDERS 


~ DIMETAPP Extentabs 


LET YOUR PATIENTS BREATHE EASIER! 


ONE EXTENTAB PROVIDES CLEAR BREATHING FOR 12 HOURS — One long- 
acting DIMETAPP Extentab provides all-day or all-night relief from stuffiness, 
drip and congestion. Easier to use than nose drops or sprays, DIMETAPP 

contains a proved antihistamine, Dimetane, and two outstanding decon- 
gestants, phenylephrine and phenylpropanolamine, that reach into the areas 

topical medications can’t touch, to relieve the annoying symptoms of sinus- 
itis, colds and URI — without rebound congestion. 

WITH EXCEPTIONAL FREEDOM FROM ANNOYING SIDE EFFECTS — With 

DIMETAPP Extentabs, there’s little problem of either drowsiness or over- 
stimulation. The antihistamine component, Dimetane, has been demonstrated 

to produce as few side effects as a placebo,* while the dosages of the decon- 
gestant components are small, yet fully effective. 

DIMETAPP Extentabs contain Dimetane® (parabromdylamine [brompheniramine] maleate 12 mg., phenyl- 
ephrine HCI 15 mg., and phenylpropanolamine HCI 15 mg. Dependable Extentab construction assures 


relief of symptoms for up to 12 hours with 1 tablet. 

Dosage: Adults—1 Extentab q. 8-12 hours. Children over 6—1 Extentab q. 12 hours. Precautions: in eg 
dosage some drowsiness may infrequently occur from Dimetane. As with all prepara- ' 

tions containing sympathomimetic amines, DiImMETAPP should be administered with ‘ 

caution to patients with cardiac or peripheral vascular diseases or hyperthyroidism. 
Contraindication: patients sensitive to antihistamines. Supplied: bottles of 100 and 500. 


*New England J. Med. 261:478, 1959 
(Schiller, 1. W. and Lowell, F.C.) 
MAKING TODAY'S MEDICINES WITH INTEGRITY... 


A. H. ROBINS CO., INC., RICHMOND 20, VIRGINIA 
SEEKING TOMORROW'S WITH PERSISTENCE 
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' Featured on the program was an address by 
» Mr. Charles E. Nyberg of Kansas City, assistant 
director of the Academy. Mr. Nyberg spoke on 
' “Academy Programs in Education and Hospi- 
| tals.” Following the address, a panel composed of 
' Dr. Charles J. Beck of North St. Paul, Dr. Her- 
man E. Drill of Hopkins and Mr. Nyberg, dis- 
cussed hospital and education programs. (See 
cut.) 

Dr. Charles C. Cooper of St. Paul, Minn., an 

Academy leader and a member of the JCAH, de- 
livered the dinner address entitled, ‘““The Joint 
' Commission on Accreditation of Hospitals and 
» the General Practitioner.” (See cut.) 
@ The Alaska chapter and the Anchorage Medi- 
cal Society cosponsored a postgraduate seminar 
February 25 at the Westward Hotel in Anchor- 
age. This was the first educational program to be 
formally sponsored by the Alaskan chapter. 

During the morning session lectures were given 
by Dr. Stewart Wolf of the University of Okla- 
homa School of Medicine, ‘The Relation of Life 
Stress to Serum Lipid Concentration on Patients 
with Coronary Artery Disease’; Dr. Malcolm A. 
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Publications Committee Meeting— Meeting in conjunction 
with the Minnesota Component Chapter Officers’ Conference 
were members of the Publications Committee. Seated clock- 
wise are Mrs. Donna Kasbohm, executive secretary of the 
chapter; Dr. Herman Drill; Dr. Reino Puumala; Mr. 
Charles Nyberg, AAGP assistant director; Dr. Robert B. 
Potter, committee chairman; Dr. Herb Huffington, Minne- 
sola secretary; President Franklin Dickson; Vice President 
John Siegal, and Dr. William Autrey. 
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Panel on Education— Discussing Academy education pro- 
grams during the Minnesota Component Chapter Officers’ 
Conference were (left to right) Dr. Charles J. Beck, chair- 
man of Minnesota chapter’s Committee on Education; Dr. 
Franklin Dickson, president of the chapter, and Mr. Charles 
Nyberg, assistant director of the AAGP. 


Cooper Addresses Conference—Speaking on the JCAH 
during the Minnesota meeting in Minneapolis was Dr. 
Charles C. Cooper of St. Paul, Minn. Seated left to 
right at the speakers table are Mrs. Donna Kasbohm, execu- 
tive secretary of the Minnesota chapter; Mrs. Dickson; 
President Dickson; Mrs. Cooper; Mrs. Huffington, and 
Dr. Herb Huffington, secretary-treasurer. 


Minnesota Board— Minnesota’s Board of Directors held its 
own meeting the day following the Component Chapter 
Officers’ Conference in Minneapolis. 





Keeps patients 
comfortable 
during arthritic 
flare-ups 





With Somacort to 
| relax muscles and relieve pain, 
| tender joints need far less steroid 
: to reduce inflammation’ 


Somacort is a safe, logical step-up in treatment 
during the rough days when your patients need 
more than salicylates to keep comfortable and 
active. 


Soma, by itself, benefits many arthritics by re- 
lieving the muscle spasm and pain which arise 
from joint inflammation. Thus with Somacort, 
which combines Soma with prednisolone, the 
amount of steroid needed to control inflamma- 
tion can be kept within more conservative limits. 


Somacort is well tolerated even when used for 
long-term therapy in more serious cases. 


Recommended dosage: 1 or 2 tablets q.i.d. 
(Each tablet contains 350 mg. carisoprodol, 2 
mg. prednisolone) 


1. Wein, A. B.: The Use of Carisoprodol (SOMA) in Orthopedic Surgery 
and Rehabilitation. Miller, James G., ed., Wayne State University Press, 
Detroit, Michigan, 1959. 
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McCannel of University of Minnesota Medical 
School, ““The Treatment of Otitis Media”; and 
Dr. David C. Figge of the University of Washing- 
ton School of Medicine, ‘“‘Current Concepts in the 
Management of Abortion.” 

Following a luncheon for physicians and wives, 
round-table discussions were held on the morning 
lectures. Drs. Robert P. Billings, Milo H. Fritz 
and A. Claire Renn, all of Anchorage, were 
moderators. 

e A roster of outstanding speakers has been se- 
lected for West Virginia chapter’s ninth annual 
meeting this month in Charleston. 

To be held at the Charleston Civic Center, 
May 19-21, the meeting will offer lectures by top 
men in the fields of medicine, pediatrics, surgery 
and Ob-Gyn. 

Among the professors of medicine speaking will 
be Drs. William A. Sodeman, Jefferson Medical 
College of Philadelphia; Jack D. Myers, Univer- 
sity of Pittsburgh School of Medicine; Perry S. 
MacNeal, University of Pennsylvania School of 
Medicine; Thomas H. McGavack, New York 
Medical College; Julius L. Wilson, University of 
Pennsylvania School of Medicine; Maurice S. 
Segal, Tufts University School of Medicine, and 
Charles M. Caravati, Medical College of Virginia. 

Pediatricians, Drs. Richard L. Day, University 
of Pittsburgh School of Medicine; Alexander J. 
Steigman, University of Louisville School of 
Medicine, and Stewart S. Stevenson, Seton Hall 
College of Medicine and Dentistry, are scheduled 
to speak. 

Also participating will be two professors of 
surgery, Dr. Anthony F. DePalma, Jefferson 
Medical College of Philadelphia and Dr. Edgar 
W. Davis, Georgetown University School of 
Medicine and two professors in the Ob-Gyn field, 
Dr. Francis B. Carter, Duke University School 
of Medicine and Dr. Nicholos W. Fugo, West 
Virginia University Medical School. 

@ One hundred and sixty physicians from the 
Spokane area and interior British Columbia 
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“T suggest you sell your compact car— 
or take up Russian dancing!’’ 





gathered for the Spokane (Washington) chapter’s 
12th annual meeting. 

Speaking on ““The Natural History of Arterio- 
sclerosis Obliterans’’ and “How Research Pays 
Off,”’ was Dr. E. V. Allen, senior consultant in 
medicine at Mayo Clinic, Rochester, Minn. Dr. 
E. H. Rynearson, chairman of Mayo’s Section on 
Metabolic Diseases, delivered papers entitled 
“Which Goiters Are Best Treated with Surgery 
and Which with Radioactive Iodine,” and 
“Learning To Like the Patients with Functional 
Disease.” 

During the annual banquet, Dr. Richard H. 
Ganz was installed as president, succeeding Dr. 
J. B. Finney. Others elected to office were: Dr. 
A. A. Sallquist, vice president, and Dr. Gene 
Slichter, secretary-treasurer. 

Dr. Royal L. Garff, professor of speech and 
marketing at the University of Utah, spoke at the 
banquet on “Things Your Patients Never Tell 
You.” 

e@ Dr. Paul Dudley White of Boston headed the 
group of well-known heart specialists who spoke 
at Arizona chapter’s fourth annual cardiac sym- 
posium in Phoenix. The symposium is held in 
cooperation with the Arizona Heart Association. 

Dr. E. Grey Dimond of La Jolla, Calif., direc- 
tor of the Institute for Cardio-Pulmonary Dis- 
eases at the Scripps Foundation; Dr. Robert E. 
Gross of Boston, chief surgeon at Boston’s Chil- 
drens Hospital, and Dr. W. Proctor Harvey of 
Washington, D.C., director of the Georgetown 
University Division of Cardiology, were also 
headliners on the January 27 program. 
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Sterosan- 


hydrocortisone 





hastens healing of most dermatoses 


In most of the common dermatoses, infection, inflammation and allergy...either singly or 
in combination...play a critical etiologic role. By virtue of its dual components Sterosan- 
hydrocortisone effectively combats all three factors. As a result, Sterosan-hydrocortisone 
in clinical use effectively brings about healing in 80-90% of dermatoses!“...is often effective 
in cases of long duration resistant to other topical therapy.2* Available in both cream and 
ointment form, Sterosan-hydrocortisone is light in color...cosmetically acceptable for use 
on exposed areas. 


References: (1) Lubowe, |. |.: Antibiot. Med. & Clin. Therap. 4:81, 1957. (2) Fox, H. H.: Antibiot. Med. 6:85, 1959. 


@ 
(3) Murphy, J. C.. Rocky Mountain M. J. 55:53, 1958. (4) Pace, B. F.: Med. Rec. & Ann. 51:370, 1957. 
Sterosan”-hydrocortisone, brand of chlorquinaldol with hydrocortisone, Cream and Ointment containing 3% of 
Sterosan and 1% of hydrocortisone. Tubes of 5 and 20 Gm. 


Geigy Pharmaceuticals, Division of Geigy Chemical Corporation, Ardsley, New York Geiny STH588-61 
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Continued from page 33 


On the Calendar 


*Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Members 
should report actual hours of attendance. Maximum hours 
listed when available. 





JUNE 

*5: Cook County Graduate School of Medicine, one-week 
course in obstetrics, Cook County Graduate School of 
Medicine, Chicago, Ill. 

*10: Hunterdon County (New Jersey) chapter and Ameri- 
can Heart Association (Hunterdon County chapter), 
“The Management of Cardiac Arrhythmias,” Hunterdon 
Medical Center, Flemington, N.J. (1 hr.) 

*12: Cook County Graduate School of Medicine, two-week 
course in gynecology, Cook County Graduate School of 
Medicine, Chicago, Ill. 

*12: Cook County Graduate School of Medicine, two-week 
course in nevromuscular diseases of children with special 
emphasis on cerebral palsy, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*12: Cook County Graduate School of Medicine, one-week 
course in hematology, Cook County Graduate School 
of Medicine, Chicago, IIl. 

*12: Harris County (Texas) chapter and the University of 
Texas Postgraduate School of Medicine, course on the 
physician and the emotionally disturbed patient, Jesse 
Jones Library Building, Houston, Tex. (1 hr.) 

*16-17: Montana chapter, annual meeting, Stage Coach 
Inn, West Yellowstone. (10 hrs.) 

17: Presbyterian Medical Center, “Horizons in Surgery,” 
Presbyterian Medical Center, San Francisco, Calif. (8 
hrs.) 

*19: Cook County Graduate School of Medicine, one-week 
advanced course in electrocardiography and heart dis- 
ease, Cook County Graduate School of Medicine, 
Chicago, IIl. 

22-23: American Geriatrics Society, meeting, New York 
City. 

22-26: American College of Chest Physicians, meeting, 
Commodore Hotel, New York City. 

24-25: American Diabetes Association, meeting, Commo- 
dore Hotel, New York City. 


GP May 1961 





25: The Academy of Psychosomatic Medicine, symposium 
on anxiety and depression, Barbizon Plaza Hotel, New 
York City. 

26-30: American Medical Association, 110th annual meet- 
ing, New York City. 

*26-30: New York chapter and the General Practice Sec- 
tion of the American Medical Association, scientific 
meeting, New York Coliseum, New York City. (12 hrs.) 


JULY 

1-4: International College of Surgeons, New England 
Regional Meeting, Chatham Bars Inn, Chatham, Cape 
Cod, Mass. 

*9: Ohio Vailey (West Virginia) chapter, obstetric seminar, 
Wheeling, W.Va. (5 hrs.) 

*10: Cook County Graduate School of Medicine, one-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 

*10: Harris County (Texas) chapter and the University of 
Texas Postgraduate School of Medicine, course in ob- 
structive jaundice, Jesse Jones Library Building, Hous- 
ton, Tex. (1 hr.) 

10-12: Postgraduate Medical Assembly of South Texas, 
annual meeting, Shamrock Hilton Hotel, Houston, Tex. 
(18 hrs.) 

*12-14: Alabama chapter, Dixie Postgraduate Assembly, 
Dinkler-Tutwiler Hotel, Birmingham. (14 hrs.) 

12-14: Presbyterian Medical Center, conference on stra- 
bismus, Presbyterian Medical Center, San Francisco, 
Calif. 

*13: Cook County Graduate School of Medicine, course in 
pain relief in childbirth, Cook County Graduate School 
of Medicine, Chicago, IIl. 

13: Alabama chapter, annual meeting, Dinkler-Tutwiler 
Hotel, Birmingham. 

*17-22: Southern Obstetric and Gynecologic Seminar, 
seminar on gynecology, Mars Hill, N.C. (86 hrs.) 

17-29: Michael Reese Hospital, course in electrocardio- 
graphic interpretation, Michael Reese Hospital and 
Medical Center, Chicago, IIl. 

*18: Tennessee chapter, course in treatment of the foot, 
Memphis. (1 hr.) 


AUGUST 

14-17: National Medical Association, Inc., meeting, New 
York City. 

*15: Tennessee chapter, course in radiologic examination 
of the chest, Memphis. (1 hr.) 

*21: Cook County Graduate School of Medicine, one-week 
course in surgical technique, Cook County Graduate 
School of Medicine, Chicago, IIl. 
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msg Day” 


for the neuritis patient 
can be tomorrow 


“R Day”—when pain is relieved—can come early for patients with 
inflammatory (non-traumatic) neuritis if treatment with Protamide 


is started promptly after onset. 


Protamide is the therapy of choice for either early or delayed 
treatment, but early use assures greatest efficacy. 


For example, in a 4-year study’ and a 26-month study” a combined 
total of 374 neuritis patients treated with Protamide during the 





first week of symptoms responded as follows: 


60% required only I or 2 daily injections for complete relief 


96% experienced excellent or good results with 5 or less injections 


Thus, the neuritis patient’s first visit—especially an early one— : 
affords the opportunity to speed his personal “R Day.” fi 


Protamide is available at pharmacies and supply houses 
in boxes of ten 1.3 cc. ampuls. Intramuscularly only, 


one ampul daily. 


PROTAMIDE’ 4 
oa ey Yevmane BY OO ’ 


Detroit 11, Michigan 
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ROTAMIDE © 
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1. Lehrer, H. W., et al.: Northwest Med. 75:1249, 1955. 
2. Smith, Richard T.: New York Med. 8:16, 1952. 
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FOLLOWING a five-year study, a special commis- 
sion of experts recommended that sweeping re- 
forms be instituted in the treatment of mental 
illness. The Joint Commission on Mental Illness 
and Health, authorized by a special act of Con- 
gress, said that some gains had been made in the 
past decade in the mental illness field. But it 
added that the need for adequate facilities for 
humane, healing treatment of the mentally ill is 
still largely unmet. 

In a 100,000-word report to Congress and 
state governors, the commission said present fa- 
cilities are so inadequate that more than half of 
the patients in state mental hospitals “‘receive no 
active treatment of any kind.” 

The commission called for tripling, in the next 
10 years, the $1 billion a year now spent by the 
federal, state and local governments for public 
mental patient services. 

Other major recommendations of the commis- 
sion included: 

—A fully-staffed, full-time mental health clinic 
for every 50,000 people. 

—lIncreased spending for research on mental 
health problems. 

—A national program for recruiting and train- 
ing more mental health personnel. 

—Better use of present knowledge and experi- 
ence in the field. 

The 45-member commission represented every 
national association and agency concerned with 
mental health. In 1955, this commission was 
created under the leadership of the American 
Psychiatric Association and the American Medi- 
cal Association. 

The commission termed psychotic patients as 
the core problem of mental illness. So far, the 
commission said, the public hasn’t been much 
aroused by exposures of the scandalous way that 
the insane are treated. 

According to commission findings, only about 
one-fifth of the 277 state mental hospitals have 
adopted modern advances in order to make 


. 
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them therapeutic (as contrasted to custodial) 
institutions. 

Many mental patients now in state hospitals 
do not need to be there, the commission said. But 
even so, many state hospital mental patients who 
need treatment do not get it. The commission 
estimated that less than half the patients in such 
institutions receive any treatment to improve 
their mental condition. 

The commission said that schizophrenic pa- 
tients, the bulk of long-term patients in state 
mental hospitals, have a one-in-five chance of 
spontaneous recovery without systematic treat- 
ment. If proper psychologic and social treatment 
is given, the commission said, there is at least a 
three-in-five, and as much as a four-in-five, 
chance of improving sufficiently to lead a useful 
life in the community. 

Shortly after the commission made its report, 
USPHS Surgeon General Luther L. Terry urged 
all state governors to take steps to improve fa- 
cilities for care of the mentally ill. He asked the 
governors to give serious consideration to putting 
into operation the recommendations of another 
special government advisory committee which 
was comprised of State Hill-Burton Hospital 
Construction Authorities and State Mental 
Health Authorities. 

This committee recommended that “construc- 
tion and expansion of large mental institutions 
be strongly discouraged, and state activities be 
directed toward replacement of existing institu- 
tions of this type by smaller community or 
regional facilities offering a wide spectrum of 
services.” 

Dr. Winfred Overholser told the Senate Con- 
stitutional Rights Subcommittee that charges 
that many Americans are being “railroaded” 
into mental hospitals are “for practical purposes 
entirely without foundation.” Dr. Overholser is 
superintendent of St. Elizabeths Hospital, a large 
federal mental institution located in Washington, 
D.C. 
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AMA Washington Report 


Lauren H. Smith, M.D., vice chairman of the 
AMA’s Council on Mental Health, told the sub- 
committee that legal problems are only one as- 
pect “of a myriad of problems concerning mental 
health and mental illness.” 

Dr. Smith said that the AMA’s future program 
in the mental health field will include further use 
of psychiatry in the field of geriatrics, particularly 
by general practitioners. 

The AMA program also calls for greater em- 
phasis on use of psychiatrics in pediatrics and 
medical education, both in student and post- 
graduate levels. 

Other activities in the AMA program outlined 
by Dr. Smith included: 

—KEstablishment of a committee to provide 
up-to-date information on psychopharmacology. 

—Closer coordination of activities of the AMA 
Council on Mental Health and counterpart com- 
mittees of state medical societies. 

—An intensive study to find ways for better 
handling of mental retardation and the convul- 
sive disorders. 

—lIntensive joint studies by the Council on 
Mental Health and the AMA Legal and Socio- 
Economic Division of medicolegal problems in 
the field of psychiatry. 

In answer to questions, Dr. Smith listed some 
points of agreement of study groups at the most 
recent mental health conference sponsored by 
the AMA. They included: 

—Admission of a patient to a mental hospital 
for a specified period is not desirable because, 
among other reasons, it is too much like a substi- 
tute for a jail term. 

—State laws should provide for voluntary ad- 
mittance to state mental hospitals. 

—There should be provisions for emergency 
admission to mental hospitals. 

—The use of police and jails in detention of 
mentally ill patients is not desirable. 

—There should be more uniformity in the 
mental health laws of the various states. 
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Other Washington Developments 


FEDERAL SPENDING ON HEALTH SERVICES 


A Senate Government Operations Subcom- 
mittee reported that the federal government 
is spending $4.1 billion annually in the health 
field. 

The total included $1.1 billion a year to care 
for sick soldiers, sailors, airmen and their de- 
pendents—mostly in hospitals. With federal 
workers averaging 7.7 days of paid leave for 
short-term illness, the cost totals $315 million a 
year. 

Nine cabinet departments and 15 federal agen- 
cies and commissions are involved in some phase 
of health. These activities range upward from 
the several thousand dollars being spent by the 
Fish and Wildlife Bureau on a study of cancer in 
fish. 


STIFFER DRUG TESTS 


The Food and Drug Administration ordered 
manufacturers, beginning May 27, to furnish 
samples of drugs before they can be cleared for 
sale. 

Dr. William H. Kessenich, FDA medical di- 
rector, said the samples would enable the FDA 
to establish with its own laboratory tests “‘the 
correspondence between the drug employed in 
clinical studies and that which in fact will be 
marketed.” 

The FDA also will use the samples for labora- 
tory examination to insure the integrity of new 
drugs, Dr. Kessenich said. 

In the past, the FDA has relied largely on 
scientific data supplied by drug manufacturers 
in determining the safety of a new drug. The FDA 
received samples of new drugs after they were 
put on the market, but tested them only on a 
“limited and occasional basis,”’ a spokesman said. 

The new regulation was described as part of a 
“general overhauling and strengthening”’ of drug- 
testing procedures. 
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